SUPPLEMENTAL AFFIDAVIT OF ROBER’f HEISSE
STATE OF TENNESSEE )
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COUNTY OF DAVIDSON ) G o
I, Robert Heisse, being duly sworn, hereby depose and aver as follows %’j‘ij’l =
© rﬁ‘g ) "1'.'.'

1. T am employed as a Fraud Investigator by the Insurance Dwéglon 5

“of
1 b
Department of Commerce and Insurance of the State of Tennessee (“Division™)

and have served in that capacity for approximately four years. In my position with
the Division, I am responsible for investigating certain matters aésgned tome. I
also maintain the custody of documents obtained by the Division for the
investigations that I have been assigned. I have been employed with the State of

‘Tennessee since 1995. Before working as a Fraud Investigator for the Insurance

Division, I was a Credit Union Examiner for the Department of Financial

Institutions from December 2004 to March 2006. T was an investigator for the
Securities Division of the Department of Commerce and Insurance for
approximately six years from January 1998 to December 2004 and an examiner

for the Registration Section of the Securities Division for approximately threc

years. [ hold a Bachelor of Science degree in Public Administration and a Master

of Business Administration degree from the University of Tennessee at Martin, 1

have had extensive training in financial investigations from the National White
Collar Crime Center

In 2005, 1 successfully completed the new examiner

training program conducted by the National Credit Union Administration. Also, I

am a Certified Fraud Examiner and member of the Association of Certified Fraud

Examiners. I am currently the investigator éssigned to the matter of the American




Trade Association, LLC (ATA LLC), American Trade Association, Inc. (“ATA”),
Smart Data Solutions, LLC (“SDS”), Bart Posey (“Posey™) and others. All of the
knowledge I have obtained about the activities of ATA LLC, ATA and SDS and
the persons and entities affiliated with ATA LLC, ATA and SDS have been
obt;u'ned over the course of my investigation.

. In or around October 2008, I was assigned to investigate ATA LLC, ATA, SDS,
_and- Posey for potential violations of Tennessee insurance law. This is a
supplement to my affidavit filed as an exhibit

. As of March 26, 2010, I have been conducting an investigation of activities of
SDS and ATA at their offices located at 4676 Highway 41 North, Springfield,
Tennessee 37172 and 400 Memorial Blvd., Springfield, Tennessee 37172.

. Based on information obfained at the offices of SDS and ATA, SDS and ATA
were engaged in marketing and selling health insurance. Sales and marketing
material were found, as well as, evidence of marketing activities. True and
correct copies of such marketing materials are attached hereto as Exhibit 1.

. I found a sales script in an email between Richard H. Bachman and an outside
marketer. The sales script told the marketer how to answer questions concerning
the sales of health insurance, how to address the fact there was no insurance
carrier, and what to say if the marketer was not a licensed insurance agent. A true
and copy of the email from Richard H. Bachman’s (“Bachman™) computer
containing the sales script is attached at Exhibit 2.

- In the ATA office at 400 Memorial Blvd., Springfield, Tennessee 37172, I

discovered sales enrollment packets prepared to be sent to people from several



states. Some the sales enrollment packets were addressed to individuals in states
which have issued Cease and Desist Orders against ATA, including Kansas,
Missouri, Florida, Michigan, Illinois, as well as, Tennessee. ATA membership
and health benefit cards were among the items ready to be mailed. The health
benefit cards had an effective date of April 1, 2010. A True and correct copy of a
health benefit card contained in an enrollment pack is attached as Exhibit‘3.

. The sales enrollment packets that were evidently ready to be mailed out contained
sales material and policy information from Americare Health and ATA. A booklet
entitled “2010 Open Enrollment Information” contained an enrollment form a.ﬁd
information concerning the health coverage, as well as, other benefits. The
welcome letter stated the member would receive association medical benefits
through ATA in association with Americare Health. There were also sales
enrollment packets which stated the member received benefits through ATA
alone. The sales enrollment and membership cards packets were being printed at
the ATA office utilizing heavy bonded paper stock and materials to print the
membership cards. True and correct copies of the booklets contained in the
enrollment packets re attached as Exhibit 4.

. In Bachman’s office, I discovered incorporation documents for American Trade
Associaﬁon, Inc. formed in Robertson County and filed with the Secretary of
State’s Office on March 19, 2010 to be a Tennessce domestic non-profit
corporation. True and correct copies of such incorporation documents are

attached as Exhibit 5,



9.

10.

11.

12.

In Bachman’s office, I also discovered evidence of the formation of a new non-
profit corporation, to be located at 400 Memorial Blvd. in Springfield, Tennessee.
The name on the Secretary of State Office’s formation form (S$5-4418) for this
non-profit corporation was the Great American Benefit Association, Inc. A True
and correct copy of the $S-4418 is attached as Exhibit 6.

In Richard Waltz’s office, located at 400 Memorial Boulevard, Springfield,
Tennessee 37172 I discovered a document entitled the “Compensation Check
Audit Report” (“Report™). In the Report, certain SDS employees were listed as
sales people and ATA Marketing was listed as a broker. Also, some SDS
employees received checks from ATA which were for commissions. A True and
correct copy of the Report is attached as Exhibit 7.

In the ATA/SDS office at 4676 Highway 41 North, Springfield, Tennessee 37172,
I discovered mail addressed to Americare Health from a resident of Texas
concéming an unpaid claim. A True and correct copy of the envelope is attached
as Exhibit 8.

In Posey’s office I discovered a letter with an attached subpoena, dated February
11, 2010, from the United States Department of Labor investigating whether ATA
has violated or is about violate any provision of the Employee Retirement Income
Security Act of 1974 (“ERISA™), 29 US.C. § 1134(3.)7(1). The letter was
addressed to Mr. Obed Kirkpatrick, Mr. Bart Posey, ATA and SDS at 4676
Highway 41 North, Springfield, TN 37172. The subpoena directed that personal

appearance would not be required provided that the requested documents are



provided on or before March 1, 2010. A True and correct copy of the letter and

the subpoena are attached as Exhibit 9.
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Major medical rates

Member only 364,21
Member spouse 565.60




500
MEMBER ONLY 185
MEMBER/ SPOUSE 275
MEMBER/CHILDREN 275
MEMBER/ FAMILY 330

MEMBER ONLY
COUPLE
FAMILY

MEMBER ONLY
COUPLE
FAMILY

AMERICAN TRADE ASSOCIATION RATES (10-5-09)

1g-49 YEAR OLDS
NON TOBACCO

13
15
20

18-42 YEAR OLDS
NON TOBACCO

13
25
35

1000 2500 5000 7500
235 195 | 260 . 285
330 340 390 440
330 340 -390 440
405 350 470 525

CRITICALILLNESS $5000 PLAN :
50-64 YEAR OLDS

TOBACCO NON TOBACCO TOBACCO
18 | 20 33
22 25 40
3 33 " 60

CRITICAL ILLNESS $25,000 PLAN
50-64 YEAR OLDS

TOBACCO | _ NON TOBACCO TOBACCO
29 32 : 65
38 40 80

- 55 . 60 120



- AmericanTrade}Association

JAIRED SIS,

THANK YOU FOR YOUR MEMBERSHIP TO THE
AMERICAN TRADE ASSOCIATION!! BELOW ARE
YOUR MEMBERSHIP AND HEALTH BENEFIT CARDS.

PLEASE CALL US AT 800-591-6764 FOR ANY QUESTIONS.

Amerncan @Assor:iaﬁon mrrensar rodgjhssonmion
_\-n-/ S

Member Name: ' : PPO PLAN Member Name: PPO PLAN
JAIRED 4 OV CO-PAYS §25 JAIRED Wil OV CO-PAYS §25
Member ID; 16995CAME MemberID:  16095C/ 00
Group No: 40 Effective Date; 4/1/2010 Group No: 40 Effective Date: 4/1/2010
Coverage Type: MEMBER + SPOUSE Coverage Type: MEMBER + SPOUSE
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American

\f‘frode Association

RAND! SEa;

THANK YOU F OR YOUR MEMBERSHIP 70 THE

AMERICAN TRADE ASSOCIATION!! BELOW ARE

YOUR MEMBERSHIP AND HEALTH BENEFIT CARDS.

PLEASE CALL US AT 800-591-6764 FOR ANY QUESTIONS.

American{ *I@MSCusicﬁon

_ -f:,_.a__ :
arnedoan i IrOoeiAse L her

Member Name: PPO PLAN Member Name: PPO PLAN
RANDI JNES , OV CO-PAYS §25 RAND! g% OV CO-PAYS $28
Member D: 12438MAGEE Member ID:  12438mauums
Group No: 29 Effective Date: 4/1/2010 Group No: 29 Efective Date:  4/1/2010
Coverage Type: MEMBER ONLY Coverage Type: MEMBER ONLY
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DAVID .

THANK YOU FOR YOUR MEMBERSHIP 7O THE

AMERICAN TRADE ASSOCIATION!! BELOW ARE

YOUR MEMBERSHIP AND HEALTH BENEFIT CARDS.

PLEASE CALL US AT 800-591-6764 FOR ANY QUESTIONS.

g
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Member Name: PPO PLAN
DAVID SRR OV GO-PAYS $25

Member [D; 06255R 1NN

Group No: 29 Effective Date: 4/1/2010
Coverage Type: MEMBER + FAMILY

PPO PLAN
OV CO-PAYS §25

Member Name:
DAVID RUSSELL
Member ID: 06255REASER

Group No: 29 Effective Date: 4/1/2010
Coverage Type: MEMBER + FAMILY
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TradelAssociation

Americon |

JAMES S .

THANK YOU FOR YOUR MEMBERSHIP TG f’ﬂE
AMERICAN TRADE ASSOCIATION!! BELOW ARE
YOUR MEMBERSHIP AND HEALTH BENEFIT CARDS.

PLEASE CALL US AT 800-591-6764 FOR ANY QUESTIONS.

Aﬂeﬁccn@d AZSOCITHON ApTERn DN @ASSSC =Hon
Member Name: PPO PLAN Member Name: ' PPQ PLAN
JAMES SRR OV CO-PRYS 828 JAMES S OV CO-PAYS 823
Member ID: 12231B7RR Member iD: 1223187488
" Group No: 40 Effective Date: 4/1/2010 Group No: 40 Effective Date: 4/1/2010
Coverage Type: MEMBER ONLY Coverage Type: MEMBER ONLY
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NO TALKI NG TO ANY ONE IN THE FOLLOWING -

STATES!!

¢ OKLAHOMA

e NORTH CAROLINA

e MASSACHUSETTS

e CONNECTICUT

~ o INDIANA

e WASHINGTON STATE

NO NEW ENROLMENTS ...
- CLAIMS, PRE EX MEMBERS, ARE OK TO TALK TO

NG UPGRADES



Amedean ‘(mj@},@s‘:’:@ciamn

400 MEMORIAL BLVD SPRINGFIELR, TN 37172

Member Name

Address
City
State
Zip Code
Telephone _ Email
Monthly premium
Coverage for Member Only
' Member /Spouse
Member/Children
Member/Family
-Please select your paymeht choice.
Dues to be drafted monthly
Name of Bank

Name on Bank Account
Routing Numbeér (9 digits)
Account Number

Credit Card Name on Account

Card Type Acc Number
Exp Date
CVV Code

***T)ate to be drafted

**Plagsa note if draft date falls on the weekend, vour account will be drafted the following business day.

Member's Signature ' Date
Please fax to 866-512-8464, or mail to the address above. For assistance or questions call
us at 800-591-6764.

For SDS use oniy:

Enrollment Center Approved

Effective Date Billing Status/Date
Current Week Updated System
Previous Account Draft Next Billing schedule
Notations: i
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1-12-10

Re: Healm Benefits
Dear Sir:

The American Trade Association Inc has been notified by the marketing company that originally sold you
the hezlth benefits offered through the association that it intends to move the block of business to a '
new carrier and administrator. We do not know who the new carrier or administrator wili he or what
description will be on your draft just know that after 12-31-09 any draft will be for the new carrier and
not the ATA. '

Please he aware that this move may in fact change both your benefit tevels, rates and definitely will
eliminate the additional benefits offered through the association. These will include loss of the $25,000
accident rider you currently have as an association benefit plus access to the Peopies Choice Benefits
which include discount, dental, vision, hearing, discount vitamins as well as the TeleDoc program.

Additionally your insured prescription plan through Express Scripts will also be terminated. The
terminatjon effective date wili be 2-1-10. All claims incurred prior to that date should be continued to
be sent to SDS for processing and payment.

If vou would like to speak with cne of our representatives about coentinuing your current benefits
potentially at the same or a lower rate or consider upgrading vour benefits please call our office directly
at 800-546-7405.

Best Regards
¥ { . ' -

Richard Waltz

American Trade Association, Inc
400 Memorial Blvd

Springfield, TN 37172




NO TALKING TO ANY ONE IN THE FOLLOWING

STATESI!

e OKLAHOMA ‘
e NORTH CAROLINA

e MASSACHUSETTS

e CONNECTICUT

~ o INDIANA

e WASHINGTON STATE

NO NEW ENROLMENTS ...
- CLAIMS, PRE EX MEMBERS, ARE OKTO TALKTO

- NO UPGRADES



,—'m‘- -
Amefoan {?ra%@%sscia‘ri%

400 MEMORIAL BLVD SPRINGFIELD, TN 37172
Member Name
Address
City
State
Zip Code
Telephone _ Email
Monthly prémium
Coverage for Member Only
Member /Spouse
Member/Children
Member/Family
Please selebt your payment choice.
Dues to be drafted monthly
: Name of Bank

Name on Bank Account
Routing Number (9 digits)
Account Number

" Credit Card Name on Account

Card Type __ Acc Number
Exp Date
CVV Code

#**Pate to be drafted

***Please note if draft date falls on the weekend, your account will be drafied the following business day,

Member's Signature Date
" Please fax to 866-512-6464, or mail to the address above. For assistance or questions call
us at 800-591-6764.

For 8DS use only:

Enrollment Center Approved

Effective Date Billing Status/Date
Current Week Updated System
Previous Account Draft Next Billing schedule
Natations:
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1-12-10

Re: Health Benefits
Dear Sir;

The American Trade Association Inc has been notified by the marketing company that originally scld you
the health benefits offered through the association that it intends to move the block of business to a ‘
new carrier and administratar. We do not know who the new carrier or administrator wili be or what
description will be on your draft just know that after 12-31-09 any draft will be for the new carrier and
not the ATA. ‘

Please be aware that this move may in fact change both your benefit levels, rates and definitely will
eliminate the additional benefits offered through the association. These will inciude loss of the $25,000
accident rider you currently have as an association benefit plus access to the Peopies Choice Benefits
which inciude discount, dental, vision, hearing, discount vitamins as well as the TeleDoc program.

Additionally your insured prescription plan threugh Express Scripts will 2lso be terminated. The
termination effeciive date will be 2-1-10. All claims incurred prior to that date should be continued to
be sant to 505 for processing and payment.

If you wouid like to speak with one of our representatives about continuing your current benefits
potentially at the same or a lower rate or consider upgrading your benefits please ¢all our office directly
at 800-546-7405,

Best Regards

Richard Waliz

American Trade Association, In¢
400 Memaorial Blvd

Springfield, TN 37172



AFFIDAVIT OF MEMBER
REQUEST FOR CANCELLATION OF MEMBERSHIP

I, , of the City of , State of

, residing at )
being duly sworn, certify and affirm that:

1. I'wish to cancel my membership in the American Trade Assaciation effective on
» 20

My plan currently is Member only Member/Spouse
Member/Children Member/Family

2. Ifurther certify and affirm that the information appearing on this document is true and
correct to the best of my knowledge and belief. ‘

Reason for cancellation:

Date:

By my hand is sworn: (Signature)

Please Print:

Return via mail to: SDS 4676 Hwy 41 N; Springfield, TN 37172 or fax to 615-382-9594 or 800-546-7402 or
email to Couriney Hulsey chulsey(@sdsfirst.com ‘ '

This is a cancellation request. Cancellation requests will be processed as received by SDS. if
your recurring draft occurs prior to the termination date requested your coverage will end on
the last day of the manth coverage had been paid for. '



AFFIDAVIT OF MEMBER
.REQUEST FOR CREDIT OR REFUND

I, _ » of the City of , State of

, residing at - ‘ ;

being duly sworn, certify and affirm that:

1. 1have paid through automatic account debiting the doliar amount for which ! am
requesting a refund.

2. The dollar amount requested did clear my ﬂnanclal institution and has irretrievably
removed from my possession. ‘

3. The said dollar amount has NOT been refunded, or credited previously by any other
source in any manner.

4. 1will not attempt farther/additional collectlon of the funds by any dther source in any
manner. .

5. The debit transaction was not orlgmated with fraudulent intent, and the signature below
is my own proper sngnature.

6. I further certify and affirm that the information appearing on this document is true and

correct to the best of my knowledge and belief.

Dollar Amount Requested:

Request to Cancel: [lyesor[] NO

Reason for cancellation;

Financial Institution Statement Attached: D YES OR D NO

Name on Acconnt:

Date: _
By my hand is sworn: - (Signature)
Please Print: ’ P "
Retur o: SD54676-Hwy 41 N; Springfield, TN 37172 or fax to 615-682 9594 or 800-546-7402 or K
epiail to Courtney Hulsey chulsev@sdsﬁrst com - R e
—— T

Any attempt to collect undue funds will be considered a fraudulent act and thiS document
may be used as evidence to that act.

This is a refund request. Refund requests will be assessed individually and refunds will be
provided in accerdance with membership benefit guidelines.



CERTIFICATE OF GROUP MEDICAL PLAN COVERAGE

IMPORTANT - KEEP THIS CERTIFICATE. This certificate is evidence of your coverage under

this pian. Under a federal law known as HIPAA, you may need evidence of your coverage to reduce a
preexisting condition exciusion period under another plan, to help you get special enrollment in another
plan, or to get certain types of individual health coverage even if you have health problems.

AMANDA C RUBIZHEVSKY
330 S. BARRINGTON AVE.
#309

BRENTWOOD, CA 90049

- %. Date of this certificate: Mar 22 2010

2. Name of group medical plan: ATA American Trade Association

3. Name of participant: AMANDA € RUBIZHEVSKY

4. ldentification number of participant: D&653R50692
5. Name of dependent to whom this certificate applies: _none

6. Name, address, and telephone number of plan administrator or issuer responsible for providing this

certificate: ATA American Trade Association

4676 HIGHWAY 41 NORTH

i ‘ SPRINGFIELD, TN 37172
7. For further information cail: (5153-382-9595

8. If the individual(s) identified in line 3 and line 5 has at least 18 months of creditabie coverage

(disregarding periods of coverage befere a 63-day break), check here ___ and skip line 9.
9. Date waiting period or affiliation period (7f any) began: 08/91/2009
10. Date coverage began: 08/01/2009

11. Date coverage ended: as of 12:01 AM-  (or check if coverage is continuing as of
the date of this certificate: X3}

Note: Separate certificates will be furnished for each covered participant and their dependents.




Statement of HIPAA Portability Rights

THPORTANT - KEEP THIS CERTIFICATE. This certificate is evidence of your coverage under

this plan. Under a federal Law known as HIPAA, you may need evidence of your coverage to reduce a
preexisting condition exclusion period under another plan, to help you get special enroilment in another
plan, or to get certain types of individual health coverage even if you have health problems.

PREEXISTING CONPITION EXCLUSIONS. Some group health plans restrict coverage for medical conditions

present before an individual's enrallment. These restrictions are known as. "preexisting condition

exclusions.” A preexisting condition exclusion can apply only to.conditions for which medical advice,
diagnosis, care, or treatment was recommended or received within the & months before your “enrollment

date." Your enroliment date is your first day of coverage under the plan, or, if there is a waiting period,
the first day of your waiting period (typically, your first day of work). In addition, a preexisting condition
exclusion cannot last for more than 12 months after your enrollment date (18 months if you are a late
enrollee). Finally, a preexisting condition exclusion cannct apply to pregnancy and cannot apply to a

child whe is enrolled in health coverage within 30 days after birth, adoption, or placement for adoption.

If a plan imposes a preexisting condition exclusion, the length of the exclusion must be reduced by the
amount of your prior creditable coverage. Most health coverage is creditable coverage, including group
health plan coverage, COBRA continuation coverage, coverage under an individual health policy,

Medicare, Medicaid, State Children's Health Insurance Pregram (SCHIP), and coverage through high-risk
pools and the Peace Corps. Not all forms of creditable coverage are required to provide certificates Llike
this one. If you do not receive a certificate for past coverage, talk to your new plan administrator.

You can add up any creditable coverage you have, including the coverage shown en this certificate.
Bowever, if at any time you went for 63 days or more wWithout any coverage (called a break in coverage) a
plan may not have to count the coverage you had before the break.

~»> Therefore, once your coverage ehds, you should try te cbtain alternative coverage as soon as
possible to avoid a 63-day break. You may use this certificate as evidence of your creditable
coverage to reduce the Length of any preexisting condition exclusion if you enroll in another plan.

EIGHET TO GET SPECIAL ENROLLMENT TN ANOTHER PLAN.. Under HIPAA, if you tose your group health plan
coverage, you may be able to get into another group health plan for which you are eligibie (such as a
spouse's plan), even if the plan generally does not accept late enrollees, if you reguest enrollment within
30 days. (Additional special enrollment rights are triggered by marriage, birth, adoption, and placement
for adoption.}

-» Therefore, once your coverage ends, if you are eligible for coverage in another plan (such as a
spouse's plan), you should request special enrollment as soon as possible.

FPROEIBITION AGATNST DISCRIMINATION BASED ON A HEALTH FACTOR. Under HIPAA, a group health pian may

not keep you (or your dependents) out of the plan based on anything related to your health. Also, a group
health plan mey not charge you {or your dependents) more for coverage, based on health, than the amount
charged a similarly situated individual. T

RIGHT TO INDIVIDUAL HEALTE COVERAGE. Under HIPAA, if you are an Yeligible individual," you have a right
to buy certain individual health policies (or in some states, to buy coverage through a high-risk pool)
without a preexisting condition exciusion. To be an eligible individual, you must meet the following
requirements:

* You have had coverage for at least 18 months without a break in coverage of 63 days or more;

*  Your most recent coverage was under a group health plan {which can be shown by this certificate);

* Yopur group coverage was not terminated because of fraud or nonpayment of premiums;

* You are not eligikle for COBRA continuation coverage or you have exhausted your COBRA benefits
(or continuation coverage under 2 similar state provision); and

* You are not eligible for.another group heaith plan, Medicare, or Medicaid, and do not have any other
health Tnsurance coverage.

The right to buy individual coverage is the same whether you are laid off, fired, or gquit your job.

-> Therefore, if you are interested in obtaining individual coverage and you meet the other criteria to
be an eligible individual, you should apply for this coverage as soon as possible to avoid losing
your eligible individual status due to a 63-day break.

SPECIAY INFORMATION FOR PEOPLE ON FMIA LEAVE. If you are taking leave under the Family and Medical Leave
Act (FMLA) and you drop health coversge during your leave, any days without health coverage while on FLMA
leave will not count toward a 63-day break in coverage. In addition, if you do not return from leave, the
30-day period to reguest special enrollment in another plan will not start before your FMLA leave ends.

-» Therefore, when you apply for other health coverage, you should tell vour plan administrator or
health insurer about any pricr FMLA leave.

STATE FLEXIBILITY. This certificate describes minimum HIPAA protections under federal law. States may
require insurers and HMOs to provide additicnal pretections to individuals in that state.

FOR MORE INFORMATION. If you have questions about your HIPAA rights, you may contact your state
insurance department or the U.S. Department of Labor, Employee Benefits Security Administration

(EBSAY toll-free at 1-866-444-3272 (for free HIPAA publications ask for publications concerning
changes in health care laws). You may also contact the CMS publication hotline at 1-800-633-4227 (ask
for "Protecting Your Health Insurance Coveragef}. These publications and other useful information are
also available on the Internet at: http://www.dol.gov/ebss, the DOL's interactive web pages - Health
Elaws, or http://uwww.cms.hhs.gov/hipaal.




- American

{{radelAssociation

JAMES MCMILLEN,

THANK YOU FOR YOUR MEMBERSHIP TO THE

AMERICAN TRADE ASSOCIATION!! BELOW ARE

YOUR MEMBERSHIP AND HEALTH BENEFIT CARDS.

PLEASE CALLUS AT 800-591-6764 FOR ANY QUESTIONS.

Arnerican {?\@Associcﬁon

. < T
AmericanyfradgiAssociation

PPOPLAN

Member Name:
JAMES MCMILLEN
Member ID: 02892128974

OV GO-PAYS $25

Group No: 112 Effective Date: 4/1/2010

iiember Name: PPO PLAN
JAMES MCMILLEN OV CO-PAYS $25

Member ID: 028921428974

Group No: 112 - Effective Dafe: 4/1/2010
Coverage Type: MEMBER ONLY
R

Coverage Type: MEMBER ONLY
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To find & PPO provider. log onto www.myatabenefits.com or
Call 800-551-6764
For customer service, processing and claim inguiries. call 800-591-6764

Mail Medical Clabms To: SDS provides administrative
Shs services only, and assumes no
4676 Hwy 41 N. financial risk for claims.
Springtield, TN, 37172

This card does not guarantee coverage. To verify benefits,
eligibility, clabm statos or find a provider, call §00-391-6764

To find a PPO provider, log onto www.myatabenefits com or
Call 860-591-6764 ‘

For customer service. processing and claim inquiries. call 800-591-6764

Mail Medical Claims To: SDS provides administrative
SDS§ services only, and assumes ©o
4676 Hwy 41 N fiancial fisk for claims.
Springfield, TN, 37172

This card does not gnarantee coverage. To verify benefits,
eligibility, claim status or find a provider, call 800-591-6764
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|[rade)Association

JAMES MCMILLEN,

THANK YOU FOR YOUR MEMBERSHIP TO THE

AMERICAN TRADE ASSOCIATION!! BELOW ARE

YOUR MEMBERSHIP AND HEALTH BENEFIT CARDS.

PLEASE CALL US AT 800-591-6764 FF OR ANY QUESTIONS.

American @Assacioﬁsn

Armerican -zﬁﬁj\ssocro‘uorx

PPO PLAN

Member Name:
0OV CO-PAYS §25

JAMES MCMILLEN
Member ID: c2892m28974

Group No: 112 Effective Date: 4/1/2010
Coverage Type: MEMBER ONLY

PPOPLAN

Member Name:-
OV CO-PAYS $25

JAMES MCMILLEN
Member ID: o02892mM28974

Group No: 112 Effective Date:  4/1/2010
Coverage Type: MEMBER ONLY
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. Administrative Office
NEW CARRIER : XXX '

Dear Member:

¥ XoOgiand deciding to use our medical benefit product
uridenwritteiiBENEW EARRIER: The best way we know to say thank you is to provide you with world class customer
service and support. That is something we will strive to do each and every day through our relationship with XXX. our
third party administrator. Your monthly dues draft will either reflect their name or reference "healthplan” on your bank
statement as our representative and third party administrator. There are four draft weeks per month. For example if
you are drafted the second week of the month the first fime you are drafted your renewal week will always be the
second week of the month going forward. The draft will normally be done on the Tuesday of that week and shouid
show up in your account on Tuesday through Friday of that week each month as long as you are a member

Thark you for choosing to become of asnember.

The details in this letter and the documents included in this packet are very important pieces of information. We
recommend you put them in a safe place so that you can refer fo them whenever necessary. Included in this packet
is everything you will need to get the most out of your benefit program. You have made a smart purchase and our
goal is to help you use it wisely. . '

included in this packet are the following items and information:

s Your medical indemnity [dentifications Gards
« Notice of Privacy Policy
= Your Certificate of Medical Benefits

Your Certificate of medical benefits includes the details of the Jevel of benefit you have purchased. Please review it
and if you have any questions now or in the future please contact customer service at the above number directly.

Use your Medical Indemnity Plan |D cards whenever you incur a claim. The information on it will help you and your
provider understands the general coverages and will assist in filing a claim.

We will send you a copy of the explanation of benefits we send to your provider when we process one of your claims.
1t will help you understand how your benefits were paid and if there s 2 balance due the provider, This balance will
be your responsibility to pay. )

Information and records submitted for this coverage and any information received by XXX fram your providers will be
kept in complete confidence and privacy in compliance with all HIPAA Regulations. ‘

If you ever have a question regarding your coverage or want to check on the status of a claim you have submitted,
call 300X at 1-800-)00(-XXXX. You wiil be connected with a member of our Customer Care Team who will be abie to
answer your guestions.

oo

We hope you find this information useful and we appreciate your business. We promise {o do everything possible to
ee o

Thank you,

You're XXX Customer Care Team



NEW CARRIER
NOTICE OF PRIVACY POLICY..

Information Only — No Response Necessary

Protectihg your privacy is important fo us, We want you fo understand what information we collect and how we use it.
We coliect and use “nonpublic personal information” in order to provide our customers with a broad range of financial
products and services as effectively as possible. We treat nonpublic information in accordance with our Privacy
Policy.

What Information We Collect and From Whom we coliect it
We may collect nonpublic information about ybu from the following sources:

« Information we receive from you on applications or other forms;
+ [nformation about your transactions with us, our affiliates, or others; and
s Information we receive from nonaffiliated third parties, including consumer reporting agencies.

“Nonpubiic information personal information” Is nonpublic information about you that we obtain in connection with
providing a financial product or service to you,

What Information we Disclose and to whom we disclose i

We do not disclose any nonpublic information about you o either our “affiliates” or non-affillates without your express
consent, except as permitied by law. We may disclose the nonpublic personal information we collect, as described
above, to persons of companias that perform services on our behalf and to other financial institutions with which we
have joint marketing agreements.

‘Our "affiliates” are companies which we share common ownershin and which offer Iife and health insurance and other
insurance products. .

You're Right {o Verify Accuracy of Information we collect

Keeping your informaticn accurate and up to date is very important to us. You may access and correct nonpublic
personal information about you that we collect except for information refating io claims or criminal or civil
proceedings.

Qur Security Procedures

We restrict access to vour nonpublic personal information and only allow disclosures to persons and companies as
permitted by law to assist in providing products and services fo you. We maintain physical, electronic, and procedural
safeguards to protect your nenpublic information. Should your ralationship with us end, we will maintain and only
disclose nonpublic information that we have about you in accordance with this Privacy rolicy.



NEW CARRIER

'This Certificate explains the Limited Group Hospital Indemnity Benefits that is underwritten by LEARRIER: Please
read it closely to be familiar with your coverage. ' :
Terms important in understanding the Certificate are defined in'the Definitions section or in separate Certificate
Provisions and are capitalized in this Certificate.

Important Notice - Benefits are payahle as described in this Certificate for accidents or sickness that are incurred while
the Covered person Is covered under the Group Master Policy (“Policy”)

The Policy under which this Certificate is issued may at any time be amended or canceled, as stated in its provisions. Such
an action may be taken without the consent of or notice to any Covered Person. Dues are subject to periedic changes.

The benefits included under this Policy do not take the place of nor does it affect any requireménts for coverage by
Workers' Compensation or a similar type of insurance.

The benefits for Dependents described in this Certificate will be applicable to each of your Dependents only if you ared
covered member and you have applied for coverage for each of your dependents. Such applications must be approved by
Us, and the required dues paid for each dependent. :

Policyholder: XXX
Governing jurisdiction: XXX
Policy Number: X
Covered Member:

Certificate Number:
Effective Date:

Signed for the Company at Our Home Office to take effect on the Certificate Effective Date.

President
CERTIFICATE FOR LIMITED GROUP HOSPITAL INDEMNITY BENEFITS

LIMITED BENEEIT - READ YOUR CERTICATE CAREFULLY
NONPARTICIPATING ~ NO ANNUAL BiVIDENBS

Administrative Office

X

LIMITED BENEFIT PLAN 9-27-09
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DEFINITIONS

_ The defined terms below are subject to the provisions of the Policy and of this Certificate:

Accident or Accidental Injury: a sudden, unexpected and unintended injury:
s This is independent of any Sickness; and
e Thatis caused by or the result of external means; and
= That takes place while the Covered person's coverage is in force.

Active Service: Youare:
e  Performing in the usual manner zll of the regular duties of Your occupationona scheduled work day; or are able
to perform your narmal work schedule if currently not employed; and

You are said to be in Active Service on a day which is not a scheduled work dey only if You would be able to perform in the
ustal manner all of the regular duties of Your occupation if it were a scheduled work day,

Amendment, Endorsement or Rider: Any form issued by Us which adds, modifies, changes or deletes any Policy or
(ertificate provisions or benefits.

Application or Enrollment Form: The form completed and signed to apply for this Insurance coverage.
Calendar year or Year: The periodr from January 1 through December 31 of the same year.
‘Certificate: The document that describes your hospital indemnity benefits coverage:

child: A child of Yours who is unmarried; under the age of 19; dependent upon you for more than 50% of his/her
support and maintenance; who lives with You; and is:
s - A natural Child; or
Jegally adopted Child or a Child who has been piaced for adoption with you; or
A stepchild or foster Child; or
A child for whom You have been appointed legal guardian; or
A Child not Hving with You, but for whom you are legaily required to provide support.

“thild” also includes a Child who meets the criteria described above, but who is age 19 or nlder, if the Child is:

e A full-time student at an accredited educational institution, college, university, vocational institution, trade
school, or secondary institution, and is under the age of 24; or

s  Becomes incapable of self-support because of mental retardation or physical impairment while covered and
prior to reaching the limiting age of a Child. The child rust be dependent oa You for support and maintenance.
We must receive proof of incapacity within 31 days after coverage would otherwise terminate. Then, coverage
will continue for as long as Your benefits stay in force and the Child remains incapacitated. Additional proof may
be required from time to time, but no mere often than once a year after the Child attams the age of 24.

The term “Child” does not include a child who engages in any emnployment or business for compensation, proﬁf or gain for
30 or more hours per week, unless such child is a full-time student as described above.

ConBnement or Confined: That period of time the Covered Person is admitted into a medical facility on an inpatient
basis in excess of 23 hours. Confinement does not include that period of time during which a Covered personisina
Hospital emergency room, an ohservation room, or a freestanding surgical facility or outpatient facility. Successive ‘
Confinements separated by 30 days or less will be considered as ene Confinement.

Covered Person: Any or 2ll of the foilowmg You, You're Spouse or Your Children, who has been accepted by Us for
coverage. :
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Critical Illness: Any of the following conditions: ‘

1. Cancer - A disease which is identified by the presence of a malignant tumor characterized by uncontrolled
growth and spread of malignant cells, and the invasion of normal tissue, Cancer must be positively identified
and diagnosed with histepathological conformation. Leukemia and Hodgldn's disease (except stage 1 Hodgkin's
disease) will be considered Cancer.

«  Cancer does not include '

o Pre-Malignant conditions or conditions with malignant potential;
o Prostatic cancers which are histologically described as TNM Classification T1 {including T1 (a) or T1
(b, or of other equivalent or lesser classifications).

2. Skin Cancer - Basel cell epithelioma or squamous cell carcinoma. Skin cancer does notinclude malignant
~ melanoma or mycosis fungoides. ‘ ’ :
3, Carcinoma in situ - Cancer that is diagnosed with histopathological confirmation and confined to the site of the
origin without having invaded neighboring tissue, i :

4. Heart Attack fthe death (infarction) of a portion of heart muscle as a result of inadequate blood supply. The
diagnosis niust be based on all of the following criteria:
o a) Associated new electrocardiographic (EKG) changes consistent with Injury;
o b) Elevation of Cardiac enzymes; and
o ¢} Confirmatory imaging studies such as thallium scans, MUGA scans or stress echocardiograms.

5. Stroke - A cerebrovascular event resulting in permanent neurological damage, including infarction, hemorrhage
or embelizations of brain tissue from an extracranial source. The diagnosis must be based on:
e« Documented neurological deficits; and
»  Confirmatory neuron-imaging studies

Stoke does not include cerebral symptoms due to:
«  Trensient ischemic attack (TIA);
»  Reversible neurological deficit;
e ' Migraine;
s Cerebral injury resulting from trauma or hypoxia; or
e Vascular disease affecting the eys, optic nerve or vestubular functions.
6. End Stage Renal Failure - Chronic, irreversible failure of the function of both kidneys, such that a Covered
person must undergo regular hemodialysis or peritoneal dialysis at least weeldy.
7. Major Organ Transplant Surgery - A Covered person undergoing surgery as a reciplent of a human to human
transplant of a heart, lung, kidney or pancreas. .

Dependent - Your Child or Spouse as defined by the Certificate

Disability or Disabled - The inability, due to an injury or sickness to perform all of the substantial and material duties of
your regular occupation. :

For a Dependent Child or Spouse: “Disabled” means the inability to perform a majority of the normal activities of a person
of like age i good health.

Effactive Date - The date coverage is in effect is shown on the Schedule of Benefits. The effective date will start at 12:01
AM at the main place of business of the Policyholder.

Evidence of Insurability - The correctand compiets answers to the questions in the Application of Enrollment Form and
medical history, if necessary, which may be used by Us to base Our acceptance of any proposad Covered person.

Grace Period — The period of 31 days allowed for each dues payment after the first dues are paid.
Group Master Policy or Palicy: The complete contact of benefits, which includes the Policy as issued to the Policyholder,
as well as any Certificates issued to covered members, including any Amendments, Endorsement, Riders, Applications or

Enrollment Forms signed by the Policyholder and each member,

Policyholder - The entity named on the Cover Page of the Policy
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Hospital - A licensed institution that has on its premises or in facilities available to the Hespital on a contractual
prearranged basis and under the supervision of a staff of one or more duly Licensed Physicians.

1. Laboratory, X-ray eguipment and operating rooms where major surgical operations may be performed by
licensed Physicians. )

2 Permanent and fufl-time facilities for the care of overnight resident bed patients under the supervision of a
licensed Physician. ) .

3. 24-hour-a-day nursing service by graduate registered nurses; and

4. A patient's written history and medical records.

The term “Hospital” does not include any institution used by the Covered Person as:

A place for rshabilitation;

A place for rest, or for the aged;

A nursing or convalescent home;

A long term nursing unit or geriatrics ward; or

An extended care facility for the tare of convalescent, rehabilitative or ambulatory patients.

Ui W N

Immediate Family Member - You, Your Spouse, Child, mother, father, and brother, sister or other close family member
of the Covered person.

Injury or Off-the-Job injury - An injury which is caused by an Accident, and does not occur while in the course of any
legal or illegal occupation, activity or employment for pay, benefit or profit.

Member— The employee or member covered for these benefits and named on the Cover page of this Cerﬁﬁca,té,,

Intensive Care Unit - A specially designated area of a Hospital that provides the highest level of medical care restricted
to those patients who are critically ill or critically injured. It must be separate and apart from the surgical recovery room
and other rooms, wards, or beds normally used for patient confinement, If must also:
1. Be provided with constant and continuous nursing care by nurses assigned to itona full-time basis; and
2. Be under the full-time direction and/or supervision of either a Physiclan or a standing committee of the
Hospital's medical staff; and
3. Contain special life saving equipment.

Intensive Care Unit includes: Intensive cardiacand corenary care units, neonatal intensive care units, and burn intensive
care units If such units meet the conditions in this definition. This does not include any lesser treatmment units.

Physician ~ A licensed practitioner of the healing arts who:
1. Performs only those services permitted by his or her license; and
2. Is notan immediate Family member.

Pre-Existing Condition - A Sickness or physical condition for which the Covered person:
1. Hadtreatment;
2. Incurred Expense;
3. Took medications; or
4, Received a Diagnosis or advice from a Physician.,
During the 12 month period immediately before the Effective Date of the Covered Person’s coverage.

' The term “Pre-existing” will also include a condition that manifests itself in a way that would cause an ordinary prudent
person to seek medical advite, diagnosis, care or treatment.

Schedule of Benefits or Schedule - The benefit schedule set forth in this Certificate.

Sickness - An illness or disease which first manifests itself while the Covered person's coverage is in force and is the
direct cause of the loss. B

Spouse — Your legally married Spouse named in the Application or Enrollment Form. If you are not legally married,
“Spouse” may include your common law spouse if named in the Application or Enrollment Form and if legally recognized
in the state in which you raside.
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Testing Day — The day on which one or more diagnostic X-rays or lahoratory tests are performed,

Waiting Period -~ The period of time from your date of membership that must expire before you are eligible to enroll for
coverage, as specified in the Policyhelder's Application.

We, Us, or Our - The Insurer that underwrites this coverage: Serve America, LTD

You, Your, oxr Yours - The Covered Person. .

ELIGIBILITY AND EFFECTIVE DATE

Effective dates are shown on the Schedule of Benefits. Coverage will start on such date at 12:01 AM at the main place of
business of the Policyholder. Effective dates for all persons added to coverage after this Certificate is issued will be shown
on the Schedule of Benefits issued at the time of the addition. .

Employer or Member Eligibility - To be eligible for insurance You must:
1. Meet eligibility requirements as selected on the Policyholder’s Application;
2. Satisfactorily answer all eligibility and other questions on the Applicatien or Enroilment Form and must provide
evidence of Insurability satisfactory to us, if we ask for it; and .
3. Be eligible to work. Either as a business owner, independent contractor, works for a small business or a

member of a workers union, .

Employee or Member Effective Date - Your benefits will take effect on the Effective Date of the Policy if:
1. You campleted an Application or Enrollment Form on or hefore the effective date; and ‘
2. You are in Active Service; and
3. Your first dues payment is paid and received by Us.

If you are not eligible for this coverage on the Policy effective date, Your coverage will take effect on the first day of the
day which coincides with or next follows the date You first become eligible and are approved for coverage. Addidonally,
Your first dues payment must have been received by Us, and all provisions listed in the Employee or Member Eligibility
provision above, must be met. : )

If you are disabled on what otherwise would be the effective date, Your coverage will be deferred until the first of the
month following the date you cease to be disabled.

Dependent Eligibility - If Dependent coverage is available, A Dependent will be eligible for such coverage on the later of
the foliowing dates:

1. The day you become eligible for coverage; or

2. The day he/she first meets the definition of Dependent.

You may elect dependent coverage by: :

i. Applying for Dependent coverage within 31 days of the date the dependent becores eligible; and

7. Completing any required forms for payroll deduction or drafting of your account for payment
You must complete an Application for Enrollment of a Spouse or Child, and pay any req uired dues within 31 days of the
date Your Spouse or Child meets these eligibility criteria, If such Application is not made within that 31 day period Your
Spouse or Chiid will be considered a late enrollee and may be required to subrnit satisfactory Evidence of approved
eligibility in order for coverage to become effective.

Any eligible Dependent who does not become a covered person on your effective date may be added to this Certificate
subject to: .

1. The Completion of an Application or Enrollment Form;

2. Satlsfaction of any Evidence of eligibility requirements; and

3. Payment of any additional dues, if required.

If you and your spouse are both eligible as an employee or member, the Children may be coverad as Dependents of either
You or your Spouse but not both -
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Dependent Effective Date - The effective date of coverage for each eligible Dependent will be an the first day of the

month that coincides with or next follows:
1.  Qur acceptance of the Application or Enroliment Form; and
2. Our receipt of the first dues payment.

Yowever, if on such date Your coverage has not yet taken effect, the effective date for dependent.coverage will be the
same as your effective date. ’ : '

If 2 Dependent is Disabled on the date coverage (with respect to that particular Dependent) would otherwise be in effect,
the coverage for that Dependent will be deferred until the first of the month following cessation of Disability for that
Dependent. -

Newhorn Child Effective Date — A newborn Dependent Child will become eligiblé for coverage automatically on the day
he or she is horn, so long as your coverage is in farce on that date. Coverage includes premature babies, congenital
defects and birth abriormalities. The Dependent newborn child’s coverage will not continue past the 31 day period

following the date of birth, unless:
1. You have notified Us by the end of the 31 day period of the addition of such newborn Child, and

2. You have paid any applicable additional dues.
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BENEFIT PROVISIONS

Subject to the provisions of this certificate, and any maximurn benefit limitations stated on the schedule of benefits, we will pay
3 benafit for a covered loss that occurs while the covered person is insured under the nalicy, subject to extension of Benefits
Provision. Please see the Schadule of Benefits for the benefit amount details for each benefit listed below.

Daily In-Hospital Indemnity Benefit — if a Covered Person is confined ina hospital as a result of Accident or Sickness, We witl
pay the benefit amount per day shown on the schedule. Each day must include an overnight stay for which a Hospital charge is
made. No benafit will be paid for any day the Covered Person is not under the regular care and attendance of a Physician.

Surgical and Anesthesia Indemnity Benefit — If a Coverad Person undergoes a surgical protedure listed on the Table of Surgical
indemnity Benefits Schedule ("RBRVS}, as a result of a covered Accident or Sickness, We wili pay the 80% level of benefit shown
on that Surgical fable. We will also pay an additional 25% amount the surgical benefit amount, If shown on the Schedule of
Benefits, for the administration of anesthesia per surgical visit by a Physician in connection with the surgery.

If two or more procedures are performed through the same incision or operative field, the benefit paid will be for only the
procedurs that has the larger benefit If more than one procedure is performed, but each through a separate incision ar in the
separate operative field, the amount payable will be the specified amount for the primary procedure plus 50% of the amount
payable for all other surgical proceduras performed.

Representative surgeries have been listed in the Surgical Table. We will pay all surgeries in accordance with that Surgical
* Schedule. With réspect to surgical procedures that are not listed irt the Surgical Schedule, We will pay an indemnity benefii that
is consistent with similar procadures within the Surgical Schedule.

Outpatient Physician Officer Visit Indenmmnity Benefit— We will pay this benefit as shown on the Schedule for a physician office
visit as a result of an Accident or Sickness.

Off-the-Job Accidental Injury Benefit - We will pay benefits for the actually charges incurrad for a covered Accident up to the
amount shown on the Schedule for 2ach Covered Perscn, for x-rays used to diagnose an Accidental Injury and treatment of a
covered accident by a Physician in the Physiclan’s officer, clinic, or urgent care facility or Hospital emergency room, Treatment
rmust he received within 72 hours of such Accident for benefits to be payable. For purpose of this benefit oniy, “actual charges”
will mean the amount actually paid by or on behaif of the Covered Person and accepied by a Haspital or Physician for services
provided. : : :

EMERGENCY ROOM SICKNESS BENEFIT INDEMNITY BENEFIT - We will pay the benefit amount specified on the
Schedule for Emergency room sickness or illness up to the number of visits shown as the maximum annual benefit

DAILY IN-PATIENT MENTAL & NERVOUS INDEMNITY BENEFIT - We will pay the maximum datly benefit listed in the
schedule of benefits for a member who is admitted into & rehabilitation facility for the treatment of mental and nervous
disorders up to the maximum of 3f} days per year benefit at a daily rate equal to the benefit listed on the schedule, The
member must be under the care of a licensed physician

Weilness indemnity Benefit - We will pay this benefit as shown on the Schedule for each Covered Person who has
undergone the following: physical examinations, mammograms, Pap smears, immunizations, flexible sigmoidoscopy,
prostate-specific antigen tests and blood screenings. Services must be under the supervision of or recommended by a
Physician, and a charge must be incurred.

Intensive Care Indemnity Benefit - If a Covered Person is confined in an Intensive Care Unit ag a result of Accident or
Sickness, We will pay the benefit amount per day shown on the Schedule. Each day must incluce an overnight stay for
which a Hospital charge is made. No benefit will paid for any day the Covered Person is not under the regular care and
attendance of a Physician. :
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Benefits When There is a Break in Service - If 2 covered Person’s coverage terminates for any reason, and such person
is re-enrolled for coverage as either an employee/member or Dependent under this Policy or any other all benefits paid
during the Calendar Year will be accuraulated and applied towards the maximum benefit for the Calendar Year as
described on the Schedule of Benefits, no matter how many times a Covered Person becomes insured under this or any
other Transamerica Life Insurance Company Group Hospital Indemnity Insurance Policy.

. Physical Examinations and Autopsy ~ We have the right to have a Covered Person examined by a Physician of Our
choice as often as reasonably necessary while a claim is pending. We will pay for such examination. In case of death, we
may request an autopsy where it is not forbidden by Iaw.

Proof of Loss — Satisfactory written Proof of Loss must be given to Us at Our Administrative Office. in case of a claim for loss for
which a period payment is provided contingert upon continuing loss, each satisfactory written Proof of Loss must be sent
within 90 days after the termination of the period for which we are liable. For any other loss, proof must be sent within 90 days
after the date of said Joss. Satisfactory written proof of loss includes but Is not limited to: ttemized Physician or Hospital bills,
and, with regard to Critical Hlness benefits, the initial pathology report diagnosing a Critical liness.

Failure to furnish such proof within such time will not invalidate nor reduce any claim if it was not reasonably possible to
furnish such proof and that It was furnished as soon as it was reasonably possible. In any event, the proof required must he
given no later than one year from the date of lass, unless the claimant was legally incapacitated.

Time of Payment of Claims — benefits for a covered loss will be paid after We recejve satisfactory written Proof of Loss.
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EXCLUSIONS AND LIMITATIONS

With respect to all the henefits provided under this Certificate, no benefits will be payable as the result oft

1.

O W

i

A0,

il

l—l
&

13.

14,
15,

21,

There is 2 6 month pre-existing exclusionary period unless the member shows proof of current creditable
coverage provided at time of application. Maternity s covered like any other #llness but will carry the same pre-
existing exclusion time of 6 months prior to benefits for maternity being in place.

‘Suicide or any attempt thereof, while sane or insane;

Any Intentional self-inflicted Injury or Sickness;
Rest care or rehabilitative care and treatment (unless provided as a benefit on the Schedule of Benefits);
Immunization shots and routine examinations such as: physical examinations, mammograms, Pap smears,
immunizations, flexible sigmoidoscopy, prostate-specific antigen tests and blood screenings [unless the
Wellness Indemmty Benefit is shown the Schedule of Benefits);
Routine newborn care (unless covered under the Wellress Indemnity Benefit on the Schedule of Benefits);
The treatment of:

a. Mental illness, functmna] or organic nervous disorder, regardless of cause { unless the Da:ly In-Patient

Mental and Nervous Benefit is shown the Schedule of Benefits}:
b. Alcohol abuse or drug use, unless such drugs were taken on the advice of a Physician and taken as
prescribed (unless the Daily In-Patient Drug and Alcohol Benefit is shown the Schedule of Benefits);

Participating in a riot, civil commotion, civil disobedience, or unlawful assembly;
Committing, attempting to commit, or taking part in a felony or assault, or engaging in an illegal occupation;
Participationin: .

a.  Anorganized contest of speed;

b. Parachuting;

¢. Parasailing;

d. Bungee Jumping; or

e. Hang Gliding;
Air {ravel, except:

a. Asafare-paying passenger on a commercial airline on a regularly scheduled route; or.

b. Asapassenger for transportation only and not as a pilot or crew member;
Any acrident caused by the participation In any activity or event, including the operation of a vehicle, while
under the influence of a controlled substance (unless administered by a Physician or taken according to the
Physiclan’s instructions) or while intoxicated (intoxicated means that condition as defined by the law of the
jurisdiction in which the Accident occurred);
Any procedure or treatment to change physical characteristics to those of the opposite sex and other treatment
related to sex change;
The reversal of a tubal ligation or vasectomy; :
Artificial insemination, in vitro fertilization, and test tube fertilization, including an relate testing, medications o
Physician’s services, unless required by law;
Any loss incurred while en active duty status in the armed forces (if You notify us of such active duty, we wiil
refund any premiums pald for any period for which no coverage is provided as result of this exception.);
Accident or Sickness arising out of and in the course of any occupation for cempensation, wage or profit OR
expenses which are payable under Orcupauona] Disease Law or similar faw, whether or not application for such
benefits has been made;
Air or ground ambulance transportation {unless the Ambulance Benefit is shcm; on the Schedule);
Routine eye examinations or fitting of eye glasses;

ity

. Hearing aids or fitting of hearing aids;

Dental examinations or dental care other than expenses resulting from an Accident;
Care or treatment of an Accident or Sickness not specifically provided for in this plan;

. With respect to the Off-the-Job Accidental Injury Benefit only, charges that the Covered Person is not legally

required to pay, or charges which would not have been made if this coverage had not existed; or

. Treatment of an Accident or SICkIlESS made necessary by or ansmg from war, declare or undeclared or any act

of war.
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DUES

All dues are payable on or before the date they are due. You must pay any required contribution to the Policyholder.

We have the right to change the dues rates on any dues due in accordance with the terms of the Policy. If the rates are
changed, We will give at least a 31-day advance written notice to the Policyholder. If an increase takes place on other than
a dues due date, a pro rata dues for the increase will be due on the next dues due date. The pro rata dues will he for the '
period from the date of the increase to the next dues due date. If such dues are not paid when due the coverage will
automatically be terminated as of the date the pro rate dues was due, Any partial payment of dues will be refunded.

Ifthe dues increase because a change in benefits increase Our liahility, dues rates may be changed on the date that Our
liahility is increased, without regard to any dues rate guarantee.

TERMINATION OF INSURANCE

Vour insurance will cease on the earliest of:

1. The last day of the payroll deduction period during which You can cease to be eligible for coverage;
2. The end of the last period for which dues payment has been made to Us;
3. The date the policy terminates; or
4. The last day of the payroil deduction period during which You terminate employment.
"5,
The Insurance on a Dependent will cease on the earliest of:

The date Yolr coverage terminates;

The end of the last period for which dues payment has been made to Us;
The date of the Dependent no longer meets the definition of Dependent; or
The date the Policy is modified so as to exclude Dependent coverage.

e D3

We will have the right to terminate the coverage of any Covered Person who submits a fr gudulent claim under the Policy.

Evtengion of Benefits ~ Whenever termination of coverage under this section occurs due to the termination of Your
employment or membership such termination will be without prejudice to: '

1. Any Hospital Confinement which commenced while coverage was in force, with respect to Baily In-Hospital
indemnity Benefits; or

2. Any covered freatment or service for which benefits would be provided and which commenced while coverage
was in force; provided, however, that the Covered Person is and continues to be Hospital Confine or Disabled.

Such Extension of Benefits will continue for up to the eariier of:

1. 30days;or . .
2. The date on which the Covered Person is nolonger disabled.

LIMITED BENEFIT PLAN 9-27-(:9 ) 8



CLAIMS PROVISIONS

Claim Forms ~ Claims forms should be used for filing Proof of Loss. We will send such form to claimant within 15 days of
receipt of notice of claim. If we fail to supply the proper claim forms within 15 days, You can give proof in writing, setting
for the nature and extent of loss within the time stated in the Proof of Loss Provision.

Claims Procedure - Due Proof of Loss must be submitted to us at our administrative Office. You or a personal
representative may obtain a claim form by calling Gur toll-free telephone number listed on the Cover Page.

Notice of Claim - Written notice of claim must be given to Us at Qur Administrative Officer, or to Our agent. Such notice
should be made within 30 days after any loss covered by the Policy. If it is not reasonably possible to give notice within
that time, the claim may not be denied or reduced due to delay. -

Payment of Benefits - Benefits may be assigned to the provider{s) of such benefits. Otherwise, provided you send us
proof of payment to the providers all benefits payable under the Policy will be paid to You. Accrued benefits that are not
. paid at Your death will be paid to Your estate. We may pay up to $1,000.00 of such benefit to one of Your relatives at Our
discretion. Such payment fully discharges Us to the extent of the payment.

LIMITED BENEFIT PLAN 9-27-09 9



GENERAL PROVISIONS

Changes to this Certificate ~ Only Qur President, Vice-President, Secretary or an Assistant Secretary may make ainy
changes to this-Certificate and then only in writing. No agent or Policyholder has authority to change the Policy of this
- Certificate or to waive any of its provisions. Any changes are subject to the laws of the governing jurisdicdon.

Entire Contract - The entire Contract consists of the Policy, the Certificate, any attached Amendments, Endorsements, or
Riders, the Policyholder’s Application, Your Applications and any Enrollment forms.

Grace period — A grace period of 31 days will be allowed for each dues payment after the first dues are paid. Coverage
will stay in force during this period. The coverage under the Policy and,/or Certificate will terminate at the ead of the
Grace Period if the premium has not been paid. You must still pay all unpaid dues. This includes the dues due for the

Grace Period.

iIf coverage is canceled on a dues due date and the dues have been paid through that date, the Grace period will not apply.
If coverage is canceled during the Grace Period, you will be Hable for any unpaid dues including the pro rata premium for
that part of the Grace Period which coverage was in force. Benefits may be reduced by the amount of any due, but unpaid
" premiuim,

Legal Action ~No legal action may be brought ta recover under the Policy and or Certificate:
1. -Within 60 days after proof of Loss has beéen furnished as required; or
2. More than three years from the time written Proof of Loss Is required to be furnished.

Misstatement of Age - I the coverad person’s age has been misstited, the covered persons true age will be used to
adjust the dues or adjust the benefits paid. :

No Dividends Payable — This Certificate does not participate in the profits or surplus earnings of Our Company.
Right to Contest - We will not use any statement, except fraudulent statements, to void or reduce benefits after this

Certificate has been in force during your lifedme for two years from the effective date of coverage, Any such statement
would have to be in a signed form. This also applies te all riders. Any increase in henefit amounts would be subjectto a

Ly 1L

new two year contestable period for the increased amount only.

All statements made are considered representations and not warranties. No such statement will be used in any contest,
uniess a copy of such statement has been furnished to you.

When Notice is Given to Us - Any notice to You will be sent to your last known address.

LIMITED BENEFIT PLAN 9-27-09 10




IMPORTANT INFORMATION TO POLICYHOLDERS

In the event you need to contact anyone about this policy for any reason please contact your agent. If you"
have additional guestions you may contact the insurance company issuing this policy at the following

address and telephone number:

XXX

All of the above information relates to the Limited Benefit Hospital Indemnity Policy issued to your
policyhalder ' .

The Association provides additional benefits which are described and outlined in the material you will

receive. Please be aware that not all the Association benefits are underwritten and many are
discount programs offered to you as a member of the Association,

LIMITED BENEFIT PLAN 9-27-09



SCHEDULE OF BENEFITS

MEMBER: CERTIFICATE NUMBER:

AGE AT ISSUE: DEPENDENT COVERAGE:

MEMBER EFFECTIVE DATE: DEPENDENT EFFECTIVE DATE:

ANNUAL MAXIMUM
BENEFIT LIMIT: NONE
BENEFIT COVERAGE
EFFECTIVE TYPE OF COVERAGE
DATE: PER COVERED PERSON

DAILY IN-HOSPITAL INDEMNITY AMOUNT

LIMITED BENEFIT - CERT 9-27-09 3A

BENEFIT AMOUNT PER DAY: $1000
MAXIMUM OF 30 DAYS PER CONFINEMENT )
DAILY INDEMINITY BENEFIT FGR CONFINEMENT
IN AN INTENSIVE CARE OR CRITICAL CARE
IN-PATIENT ROCM
BENEFIT AMOUNT PER DAY: $1000
MAXIMUM OF 15 DAYS PER YEAR PER MEMBER g
IN-HOSPITAL & IN-PATIENT ADDITIONAL
HOSPITAL INDEMNITY BENEFIT $1060
SURGICAL AND ANESTHESIA INDEMINTY BENEFIT :
BENEFIT FOR SURGERY PER SURGICAL ViSIT AS 80% OF RBRVS
LISTED IN THE TABLE OF SURGICAL INDEMNITY TO MAXIMUM OF
BENEFIT SCHEDULE RBRVS: $10,000
BENEFIT FOR ANESTHESIA PER SURGICAL VISIT 25% OF SURGERY BENEFIT
QUTPATIENT PHYSICIAN OFFICE VISIT INGEMNITY
BENEFIT - -
BENEFIT AMOUNT PER OFFICE VISIT: $100
MAXIMUM NUMBER OF OFFICE VISITS PER YEAR :
PER MEMBER: : 5
OFF-THE-JOB ACCIDENT INJURY BEREFIT '$1.00 DEDUCTIBLE
MAXIMUM BENEFIT: $5000 MAX BENEFIT
OUTPATIENT DIAGNOSTIC X-RAY & LAR INDEMNITY ‘
BENEFIT :
BENEFIT AMOUNT PER VISIT PER MEMBER: $100

. CALENDAR YEAR MAXIMUM VISITS PER MEMBER: 3
OUTPATIENT MENTAL HEALTH VISITS $100
MAXIMUM NUMBER OF VISIT ANUALLY PER MEMBER 20



EMERGENCY ROOM SICKNESS BENEFIT INDEMNITY

BENEFIT

BENEFIT AMOUNT PAID OER ER VISIT FOR SICKNESS :

OR TLLNESS: © $100
MAXIMUM NUMBER OF VISITS PER YEAR: 1

WELLNESS INDEMNITY BENEFIT

BENEFIT AMOUNT PER VISIT PER MEMBER: $100
MAXiMUM CALENDAR YEAR VISITS PER MEMBER: 1 MAX VISIT
DAILY IN-PATIENT MENTAL & NERVOUS INDEMNITY -

BENEFIT ‘ .
BENEFIT PER DAY OF CONFINEMENT IF MEMBER: $100 PER DAY

IS CONFINED IN A REHABILITATION FACILITY
FOR MENTAL OR NERVOUS DISORDERS _
ANNUAL MAXIMUM BENEFIT: 30 DAYS

ACCIDENTAL DEATII (AD&D) LIFE POLICY WITH
ACCIDENTALDEATH AND DISMEMBERMENT

- RIDER ATTACHED
PER COVERED MEMBER BENEFIT: $15,000

LIMITED BENEFIT - CERT 9-27-09 3B




SCHEDULE OF BENEFITS

MEMBER: " CERTIFICATE NUMBER:

AGE AT ISSUE: ‘ . DEPENDENT COVERAGE:
MEMBER EFFECTIVE DATE: ) DEPENDENT EFFECTIVE DATE:
ANNUAL MAXIMUM
BENEFIT LIMIT: NONE
BENEFIT COVERAGE
EFFECTIVE TYPE OF COVERAGE
DATE: PER COVERED PERSON

DAILY IN-HOSPITAL INDEMNITY AMOUNT
BENEFIT AMOUNT PER DAY: 7 $500
MAXIMUM OF 30 DAYS PER CONFINEMENT

DAILY INDEMINITY BENEFIT FOR CONFINEMENT

iN AN INTENSIVE CARE OR CRITICAL CARE

IN-PATIENT ROOM .

BENEFIT AMOUNT PER DAY: . $500
MAXIMUM OF 15 DAYS PER YEAR PER MEMBER C

IN-HOSPITAL & IN-PATIENT ADDITIONAL
HOSPITAL INDEMNITY BENEFIT $500

SURGICAL AND ANESTHESIA INDEMINTY BENEFIT

BENEFIT FOR SURGERY PER SURGICAL VISIT AS 80% OF RBRVS

LISTED IN THE TABLE OF SURGICAL INDEMNITY TO MAXIMUM OF

BENEFIT SCHEDULE RBRVS: $5,000

BENEFIT FOR ANESTHESIA PER SURGICAL VISIT -25% OF SURGERY BENEFIT

QUTPATIENT PHYSICIAN OFFICE VISIT INDEMNITY

BENEFIT -
BENEFIT AMOUNT PER OFFICE VISIT: $50
- MAXIMUM NUMBER OF OFFICE VISITS PER YEAR
PER MEMBER: 5
OFF-THE-JOB ACCIDENT INJURY BENEFIT $100 DEDUCTIBLE
MAXIMUM BENEFIT: $1000 MAX BENEFIT
QUTPATIENT DIAGNOSTIC X-RAY & LAB INDEMNITY
BENEFIT
BENEFIT AMOUNT PER VISIT PER MEMBER: - $50
CALENDAR YEAR MAXIMUM VISITS PER MEMBER: 3
OUTPATIENT MENTAL HEALTH VISITS $50
MAXIMUM NUMBER OF VISIT ANUALLY PER MEMBER 20

LIMITED} BENEFIT — CERT 3-27-09 3A



Bart Posey

From: " dale@df12.com

Sent: Monday, September 28, 2008 7:13 AM
To: posey bart

Subject: WW money

Bart:

No deposit was made.

Nathan is ready to cut us loose on this group. Bart

presentation until this debt is paid.
It was not taken.
bank by Octoker 5th.
October 6th.)

- I put up the 25K with total falth and

Tf you guys do not want to do this, I
to work with on it.

"It is unfortunate that you are caught
lower than the bottom of the ccean in
to put one nickel in his pocket until
but I am not going to do it.

TL.et me know what vyou plan to do., I am
the timelines I set above.

DF

I want 10K in my bank by today.
{ I am supposed to do a presentation on the plans

I am not making a
1 offered up a discount last week.
I want the other 5K in my

I want to be repaid w1th total faith.

understand. I will find somebody else

WW is
not going
my friend,

in the middle of this, but
regards to this deal. I am
I am repaid. Bart, you are

not moving off the money amcunts or



- Bart Posey

Page 1 of 1

From: wworthy35@comcast.net
Sent:  Monday, February 11, 2008 11:03 AM

" To: Bart
Subject: Re: Rates on new plans
Bart, '

That is correot; I assume that you have deducted the 7% admin.

Please remember fo add the 5% back for me somewhere.

Many thanks,
William
—————————————— Original message —--mmmmmm=-=
From: "Bart" <bposey@sdsfirst.com>
100 300 500 1000
28.37 - 4393 80.28 97.78
48.71 - 77.66 108.20 176.23
45.91 . 70.33 - 86.10 - 155,42
166.43 | 104.40 144 45 23473
William Please make sure that the above rates are correct anhd confirm back to
me ASAP ‘

Bart

No virus found in this outgoing message.
Checked by AVG Free Edition.

No virus found in this 1 Incoming message.
Checked by AVG Free EdItIOII

Version: 7.53.516 / Virus Database: 269.20. 2/’1271 Release Date: 2/11/2008 8:16 AM.

Version:; 7.5.516 / Virus Database: 269.20.2/1271 - Release Date: 2/11/2008 8:16 AM

9/28/2009



From: Erig

To; “Rick Bachman"

Cc: Jami Leslie

Subject: Our Sale Scripts...

Date: Thursday, September 03, 2009 10:52:47 AM

Aftachments: ATA CS500 vs PPOS0O0  07.09.xlsx
ATA Health Script-MNew.docx

Rick,

We do not over sell our plans... I wanted to send you a copy of our sales script
to see if you need for us to make any changes.

Thanks

Eric




Health Script

Benefits enroliment center this is . With whom am | speaking?

- What state are you calling from? Don’t Sell: N.C.
Are you looking for coverage for a single, couple, family or your employees?

Do you currently have coverage? — (Important: Use facts to solidify your closel)

No: Why! Lost job, too expensive, Dropped, Preexisting Condition?

Yes: What about yoﬁr current coverage don’t you like? How much does it cost?

Do you have an annual deductible? What is your co-pay?
Does you current coverage includes: Vision, Dental or Hearing?
Is there any history of heart attack, stroke, or cancer in the last year?”
You do qualify for the rate of . That's going to give you all the insured

benefits that are listed there on the flyer: medical, dental, vision, chiropractic care,
prescription drug coverage, emergency room coverage, and hospitalization.

This is a PPO network which means you do have the opportunity to choose your own
doctors and hospitais. We are a group insured benefit which means you have no
annual deductible. When you go fo the doctor, hospital or ER your co-pay is $25. You
simply show your card and the Doctor. The plan is month to month; you can keep it
as long as you need it there is no contract involved. We a have very few
cancelations, we pride ourselves in customer satisfaction.

So to start it's going to be the monthly premium plus the one time enrolliment fee
of $125. Once you become a member of the Association you’re going to be placed
with a top rated insurance carrier. You carrier will be determined by geographic
location, employment status, pre-existing conditions, and number of dependants. You
will receive a welcome packet from the association plus you're going to receive your
benefits package which includes your ID cards and your insurance certificate with your
primary underwriter included.

We do all of our billing by phone through automatic draft, the first payment will take
place and coverage will begin

-Let’s get started...How do you spell your name...
-Where do you want me to send your welcome packet...

-What's the first name that you would like to go onto the policy...



Who is the underwriter?

When you join the association will place you with a top rated insurance carrier.
There are a lot of determining factor with go into this process.

Some of the determining factors include:

Geographic location

Pre-existing conditions

Employment status
Number if dependants

I need to know who its underwritten by?

| understand you concern and as | stated earlier we are guaranteeing you will be placed
with a top rated carrier.

What is most important is the coverage provided, the rating of the carrier and the
amount you pay not the name of a carrier...

You will receive a welcome packet from the association plus you're going to receive
your benefits packet which includes your ID cards and your insurance certificate with
your primary underwriter included.

| know you’re going to be satisfied...

We have very few cancelations...

If you prefer to pay a premium, for a name like Blue Shield than this may not be
the correct product for you...

Unlike major medical we offer no annual deductibles....

Refer to: CS500 vs. PPO5000 flyer...




No Insurance Carrier will cover 100% of vour health care needs!
Unlike Individual Health Plans (Major Medical)...We are a _Group Insured Benefit!
We have no upfront fees or annual deductibles!

Let me give you a_comparison for a healthy family of 5 {2 ADULTS AND 3 CHILDREN)

PROCEDURE BLUESHIELD PPO 500080/20

ROUTINE DR VISIT: *$25 AT THME OF VISIT* ~ $40.00 CO-PAYMENT

INTENSIVE CARE: NO DEDUCTIBLE .$5000 ANNUAL DED. + 20%
EMERGNCY ROOM: |- - $1,000 55000 ANNUAL DED. + 20%
HOSPITILIZATION: NO DEDUCTIBLE $5000 ANNUAL DED. + 20%

RXDRUGS: NO DEDUCTIBLE S500 ANNUAL DED.

*The average cost of a routine Dr visit is $60-$80.
You pay $25.00 at the time of office visit. Your carrier will negotiate
with the provider to guarantee you the lowest possible rate.

Let's put things into perspective, we have no upfront costs associated with our program!

47% of the bankruptcies in the country we due to excessive medical bills!
25% of people with excessive medical bills have to get a 2nd mortgage or refinance!

Individual Health Plans have $5000 deductible's which need to be paid prior to receiving
Any Health Benefits- plus you are still responsible for 20% of your medical bills!

Do you have $30,000 in your savings account?

In addition, our plan includes discounts on, perscriptions, vision, hearing, dental, lab, x-ray




From: Eric

To: "Rick Bachman”

Subject: © Scripts: Who We Are.docx

Date: Thursday, September 03, 2009 12:09:15 PM
Attachments: ATA Who We Are.docx

Rick,

Ancther script for your approval...
Thanks

Eric



We are:

Superior Health Benefits or the Benefits Enroliment Center

The name of the association:

ATA -The American Trade Association - Not to be disclosed till after the sale!
- Established 23 Years - since 1986.
- Wilt appear on the member s bank statement ATA/SDS membership 800.591.6764

We are selling a membership to an association very much like:

AAA- Automobile Association of America
AARP- America Association of Retired People

Which among other benefits, does include Insured Health Benefits

Underwriting:

Depending on your geographic location, pre-existing conditions,
employment status, age, number of dependants your coverage will be
underwritten by a top rated insurance provider.

Important Notes:

if you are not a licensed insurance agent:

Say: Insured Benefits NOT Insurance

Say: Coverage NOT Policy



Americant

HEATHER AENE

THANK YOU FOR YOUR MEMBERSHIP TO THE

AMERICAN TRADE ASSOCIATION! BELOW ARE

YOUR MEMBERSHIP AND HEALTH BENEFIT CARDS.

PLEASE CALL US AT 800-591-6764 FOR ANY QE"ESTEGNS.
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To find a PPO provider, log onto www.myatabenefits.com or
Call 300-591-6764

For customer service, processing and claim inguides, call BOO-591-6764

Mali Medical Claims To: SDS provides administrative
SDS services only, and assumes no
4676 Hwy 41 M. financial risk for claimms.

Springfield, TN. 37172

This card does not guaraptes coverage. To verify benefits,
eligibility, claim status or find 2 provider, call 800-591-6764

To find a PPO provider, log onto www.myatabenefits.com or
Call 800-591-6764

Faor custorner service, processing and claim inguiries, call 800-551-6764

Mail Medical Clairns To: SDS provides administrative
8DS services only. and assumes no
A676 Hwy 41 N {financial risk for claims.

Springfield, TN. 37172

This card does not guarantee coverage. To verify benefits,
eligibility, claim status or find a provider, call $00-391-6764
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Welcome To the American Trade Association

Thank you for choosing the ATA as your Association. We are
pleased to offer you as a member of the Association, our health

benefits. We know you have many choices when looking
for the right type of benefits and services for you and your family,

and we appreciate the trust that you have placed in us.

Association Benefits

This welcome kit 1s designed to acquaint you with the services and
benefits offered to you as a member of the American Trade Association.
As amember, you are eligible to take advantage of any of the ancillary
benefits offered through your Association.

Keep in mind that the Association offers you several ways to understand
your benefits and how they work for you and your family. First, in-
cluded in this Welcome Kit you will find information regarding the
health benefits plan that you have chosen. If you have any questions about the
benefits, or how to make them best work for you, please feel free to con-
tact our customer service center and speak to one of our knowledgeable
staff members. Our Customer Service Staff are all trained professionals
and are available from 8:00 AM central time until 5:00 Central time
Monday through Thursday and 8:00 until 3:00 PM on Fridays. Emer-
gency admissions are always approved and handled for verification pur-
poses on the following work day.

1-880-591-6764
ATA Customer Service

Again, please know we appreciate your confidence in the ATA

and lcok forward to a long and mutually beneficial relationship. Our
goal is not just to meet your expectations, but to exceed them. Because
your approval is on the line.



NOTICE OF PRIVACY POLICY

Information Only — Ho Response Necessary

Protecting your privacy is impertant {o us. We want you to understand what information we cellect and how we use it.
We collect and use *ronpublic personal information” in order to provide our customers with a broad range of financial
products and services as effectively as possible. We treat nonpublic information in accordance with our Privacy
Palicy.

What Information We Coifect and From Whom we collect it

We may collect nonpublic information about you from the following scurces:

. Information we receive from you on applications or other forms;
. Information about your transaciions with us, our affiliates, or cthers; and
. Information we receive from nenaffiliated third parties, including consumer reporting agencies.

“Norpublic inforrnation personal information” is nonpublic information about you that we obtain in connection with
providing a financial product or service to you.

What Information we Disclose and to whom we disclose it

We do not discloss any nonpublic information about you to either our “affiliates” or non-affiliates without your express
consent, except as permitted by law. We may disclose the nonpublic personal information we collect, as described
shove, to persaons or companias that perform sarvices on our behalf and to other financial institutions with which we
have joint marketing agreements.

Our “affiliates” are companies which we share commen ownership and which offer §ife and health benefits and other
benefit products.

You're Right to Verify Accuracy of Information we collect

Keeping your infarmation accurate and up o date is very important to us. You may access and correct nongublic
personal information about you that we collect axcept for information relating to claims or criminat or civii
proceedings.

Our Security Procedures

We restrict access to your nonpublic personal information and anly aflow disclostres to persons and companies as
permitted by law to assist in providing products and servicas to you. We maintain physical, electronic, and procedural
safeguards to protect your nonpubiic information. Shotdd your refationship with us end, we will maintain and only
disclose nonpublic information that we have about you in accordance with this Privacy Policy.
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This Ceriificate explains the Limited Group Hospital Indemnity Benefits. Please read ii ciosely o be familiar with your
coverage.

Terms important in understanding tha Certificate are defined in the Definitions section or in separate Certificate
Provisions and are capitalized in this Certificate.

Important Notice - Benefils are payable as described in this Certificate for accidents or sickness that are incurred
while the Coverad person is covered under the Group Master Policy (*Policy”)

The Policy under which this Cerfificate is issued may at any time be amendad or canceled, as stated in its provisions.
Such an action may be taken without the consent of or notice to any Covered Person. Dues are subject o periodic
changes.

The coverages made under this Policy do not take the place of nor does it affect any requirements for coverage by
Workers' Compensation or a similar type of insurance.

The benefits for Dapendenis described in this Certificate will be applicable to gach of your Dependents only if you are
covered ard you have applied for coverage for each of your dependents. Such applications must be approved by Us,
and the required dues paid for each dependent.

Policyholder. American Trade Assaciation, Inc.
Govemning Jurisdiction: Indiana

Policy Number: ATA51111

Insured:

Certificate Numbey:

Effective Date:

Signed for the Company at Our Home Cffice to take effsct on the Gertificate Effective Date.

CERTIFICATE FOR LIMITED GROUP HOSPITAL INDEMNITY BENEFITS

PER OCCURRENCE PLAN
LIMITED BENEFIT - READ YOUR CERTICATE CAREFULLY
NONPARTICIPATING — NO ANNUAL DIVIDENDS

Administrative Office:
SDS, LLC
4676 Highway 41 North
Springfield, TN 37172
Customer Service: 1-800-591-6764
Eacsimile: 1-615-382-9584




SCHEDULE OF BENEFITS
2500 PER OCCURRENCE PLAN

ELIGIBILITY REQUIREMENTS

An Eligible Person means a person in one of the following classes:

Class 1: Alf active and gualified members of the policyholder who are not eligible for any other employer/caniractor
sponsored health plan for which application and dues have bean received.

Class 2: All eligible spouses and dependent children of Class 1 members for whom application and dues have bean
received.

ENRCLLMENT PERICD

An eligible person may anly enrofl within 31 days after Association membershié begins and he becomes eligible.
BENEFIT AMOUNTS

The policy provides coverage only for the benefit armounts shown.

Class 1 &2

Accidental Death Benefit

Principal Sum $10,6000

|_oss period Loss within 365 days of date of the Accident
Medical Express Benefit - Accident and Sickness

Maxdmum Benefit Amount $2,50C Per Occurrence

Deductible $300 Per Occurrence

Office Visit/Co-Pay Amount : $25.00 Co-Bensfit up te $50 (No Deductible)

Coinsurance 80%

Benefit Period 52 Weeks
Outpatient Lab & X-ray Maximum $750 Per Occurrence

including Interpretation

Emergency Room Deductible $250 Per Visit
(Waived if due to an accident or results in admission to hospital)

Additiona! In-Hospital Benefit
{Payable after basic benefits exhausted)
Maximum Benefit Amount $400 Per Day
Maximum nurnber of days 30 days Per Occurrence

3b
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2500 PER OCCURRENCE

DEDUGCTISLE

Per Occurrence Deductihie

MAXIMUM BENEFIT

Per liness or Accident Maximum Benefit
Additional In-Hospital Benefit
{Payable after Basic Benefit is exhausted)

HOSPITAL CARE

Inpatient
Outpaiient

PHYSICIAN OFFICE CARE
Out-Patient Physician Visits &
Out-Patient Physician Co-Pay/Max Amount

LABX-RAY/DIAGNOSTIC TESTS
{_ab/X-Ray/Diagnostic Tests
(including interpretation)

GUTPATIENT INJECTIONS BENEFIT - MUST BE

PERFORMED IN PHYSICIANS OFFICE.
BENEFIT AMOUNT PER VISIT

MENTAL HEALTH
Inpatient

ALCCHOLIDRUG REHABILITATION

Inpatient

EMERGENCY CARE
Emergency Room Deductiole
Emergency Room
Emergency Room

Ampuliance

OTHER MEDICAL SERVICES
Home Health Care
Skified Nursing Facility
Hospice
Physical Therapy
Durable Medical Equipment

SURGEON'S CARE
Inpatient
Cutpatient

3c

$300.00

$2,500.00
$400.00

Covered at 80% up to maximum®
Covered at 80% up to maximum*

Covered at 100% up ta maximum”
%25.00 Co-Pay paid to plan
max

Covered at B0% up o §750.00
Per Occurrence

$25 CO-PAYPER VISIT
UPTO $100

Covered at 80% up to maximum™
Covered at 80% up fo maximum®

$250.00 per Emergency Room Visi
Covered at 80% up to maximum®
Deductible waived if due to accident
Or admitted to Hospital ais resuit
Covered at 80% up to maximum®*

Covered at 80% up to maximum®
Covered at 80% up to maximum®
Coverad at 80% up to maximum™
Covered at 80% up to maximum®
Covered at 80% up to maximum®

Covered at 80% up fo maximum®
Covered at 30% up to maximum*



PRESCRIPTIONS
Genetic $10 maximurm member payment per 30 day supply
Brand $50 maxdmurn member payment per 30 day supply

**Generic available through retail iocation or mail order, Brand is available through mail order only™

PREFERRED PROVIDER NETWORK
Doctor or Facility of Your Choice No discount
Any discounts for using network
providers passed on to you

PRE-EXISTING CONDITIONS

Pre-existing Condition Exclusions Yes
If 5 condition is treated in the prior 12 months
No coverage for that pre-existing condftion 12 months, unless the member has

prior creditable coverage, Proof
of coverage must be provided to
SDS3, LLC at time of application.

Pregnancy will be covered as any sick or illness Pre-existing rule applies

"BUBJECT TO USUAL & CUSTOMARY CHARGES FOR MEDICALLY NECESSARY EXPENSES
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DEFINITIONS

The defined terms below are subject to the provisions of the Policy and of this Certificate:

Accident or Accidental Injury: a sudden, unexpected and unintended injury:
e This is independent of any Sickness; and
. That is caused by or the result of external means; and
. That takes place while the Covered person’s coverage is in force.

Active Service: You are:

» Performing in the usual manner, or able to perform all of the regular duties of Your occupation on a
schaduled work day; and

You are said to ba in Active Service an a day which is not a scheduled work day cnly if You would be able to perform

in the usual mannar ali of the regular duties of Your occupation if i were a scheduled work day.
I

Amendment, Endorsement or Rider: Any form issued by Us which adds, modifies, changes or deletes any Policy
or Certificate provisions or benefits.

Application or Enroliment Form: The form completed and signed to apply for this medical benefit coverage.

Calendar year or Year: The period from January 1 through December 31 of the same year.

Certificate: The document that describes your haspital indemnity coverage.

Child: A child of yours who is unmarried; under the age of 19; dependant upon you for more than 50% of hisfher
support and maintenance; who lives with you; and is:
. A natural Child; or .
A legally adopted Chifd or a Child who has been placed for adoption with you;, or
A stepchild or foster Child; or
A child for whom You have been appointed legal guarcian; or
A Child not living with you, but for whem you are legally required to provide support.

“Child” also includes a Child who meets the criteria described above, but who is age 19 or older, if the Child
is:
° A fultime student at an accredited educational institution, college, university, vocational institution, trade
school, or secondary institution, and is under the age of 24; or
. Becomes incapable of seif-support because of mental retardation or physical impairment while insured, and
prior o reaching the limiting age of a Child. The child must be dependent on you for support and
maiatenance. We must receive proof of incapacily within 31 days after coverage would otherwise terminaie,
Then, coverage will continue for as long as your insurance stays in force and the Child remains
incapacitated. Additional proof may be required from time to time, but no more often than once a year after
the Child attains the age of 24.

The term “Child” does net include a child who engages in any employment or business for compensation, profit or
gain for 30 or more hours per week, unless such child is a full-time student as described above.

Confinement or Confined: That pericd of time the Covered Person is admitted into a medical facility on an inpatient
hasis in excess of 23 hours. Confinement does not include that period of time during which a Cavered person isina
Hospital emergency room, an chservation room, or a freestanding surgical facility or oufpatient facility. Successive
Confinements separated by 30 days or [ess will be considered as one Confinement.

Covered Person: Any or all of the following: You, You're Spouse or Your Children, who has been accepted by Us
for coverage.
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Deductible - means the amount of eligibie medical expenses which must be satisfied for each covered loss before
benefits are payable under this policy

Bependent — Your Child or Spouse as defined by the Certificate

Disability or Disabled — The inability, due to an injury or sickness to perform all of the substantial and material duties
of your regular occupation.

For a Dependent Child or Spouse: “Disabled” means the inability to perform a majority of the normal activities of a
person of like age in good health.

Effective Date ~ The date coverage is in effect is shown on the Schedule of Banefils. The effective date will start at
12:01 AM at the main place of business of the Policyholder.

Grace Period — The period of 31 days allowed for each dues payment after the first dues payment.

Group Master Policy or Policy: The complete contract of benefits, which includes the Policy as issued {o the
Policyholder, as well as any Cerificates issued to members, including any Amendmants, Endorsement, Riders,
Applications or Enroliment Forms signed by the Policyhalder and each coverad person.

Policyholder — The entity named on the Gover Page of the Policy

Hospital - A licensed institution that has ¢n #ts premises or in facilities available to the Hospital on a contractual
prearranged basis and under the supervision of a staff of one or more duly Licensed Physicians.

1. Laboratory, X-ray equipment and operating rooms where major surgical operations may be performed by
ticensed Physicians,

2. Permanent and fulHime facilities for the care of ovemight resident bed patients under the supervision of a

licensed Physician.

24-hour-a-day nursing service by graduate registered nurses; and

A patient’s written history and medicat records.

Rt

The term “Hospital” does not include any institution used by the Covered Person as:

i. A place for rehabilitation;

2. A place for rest, or for the aged;

3. A nursing or convalescent hame;

4. Along term nursing unit or geriatrics ward; or

5. An extended care facility for the care of convalescent, rehabilitative or ambulatory patients.

tmimediate Family Member — You, Your Spouse, Child, mother, father, and brother, sister or other ciose family
member of the Covered person.

Injury or Off-the-Job inju.iry - An injury which is caused by an Accident, and does not cccur while in the course of
any legal or iltegal occupation, activity or employment for pay, benefit or profit.

Covered Person— The employee or member covered for these benefits and named on the Cover page of this
Cerfificate,

intensive Care Unit - A specially designated area of a Hospital that provides the highest level of medical care
restricted o those patients who are critically ill or critically injured. It must be separate and apart from the surgical
recovery room and cther rooms, wards, or beds normally uged for patient confinement, 1t must also:
1. Be provided with constant and continuous nursing care by nurses assigned to it on a full-time basis; and
2. Be under the full-fime direction andfor supervision of either a Physician or a standing commitiee of the
Hospital's medical staff; and
3. Contain special life saving equipment.

4b




Intensive Care Unit includes: Intensive cardiac and coronary care units, neonatal intensive care units, and bum
intensive care units i such units meet tha conditions in this definifion. This does not include any lesser {reatment
units.

Loss Pericd - means that period of time, as stated on the Schedule of Benefits, from the date of an accident within
which a covered person must seek initial treatmant for an injury.

WMaximum Benefit Amount - means the fotal benefit payable under an applicable benefit provision.

Medical Expense — means expenses incurred for Medically Necassary services and supplies. Not inciuded are
amounts in excess of Usual and Customary Charges.

Oecurrence — means sach separate Accident or Sickness for which a covered persan incurs medical expenses.

Physician — A licensed practitioner of the healing arts who!
1. Performs only those services permitied by his or her license; and
2. s not an immediate Family member. q

Pre-Existing Condition — A Sickness or physical condition for which the Covered person:
1. Had treatment;
2. lIncurred Expense;
3. Took medications; or
4. Received a Diagnosis or advice from a Physician.

During the 12 month period immediately before the Effective Date of the Covered Person's coverage.

The term “Pre~existing” will also include a condition that manifests itself in a way that would cause an ordinary
prudent person 1o seek medical advice, diagnosis, care or treatment.

schedule of Benefits or Schedule —The benefit schedule set forth in this Certificate.

Sickness — An iliness or disease which first manifests itself while the Covered person’s coverage is in force and is
the direct cause of the logs.

Spouse — Your legally married Spouse named in the Agpplication or Enrollment Form. If you are not legally married,
“Spouse” may include your commarn taw spouse if named in the Application or Enroliment Form and if legally
recognized in the state in which you reside.

Testing Day — The day on which one or more diagnostic X-rays or laboratory tests are performed.

Usual and Custornary Charges - means the following (1) a usual fes is defined as the charge made for a given
service nu a Doctor to the majority of his patients, and (2) a cusiomary fee is one which is charged by the majarity of

the Doctors within a commurity for the same services. All bengfits are limited to the Usual and Customary charges.

Waiting Pariod — The period of time from your date of amployment or membership that must expire before you are
eligible to enroll for coverage, as gpecified in the Policyhclder's Application.

Wa, Us, or Cur — The company that undenwrites this coverage.

You, Your, or Yours —~ The Member.

dc




ELIGIBILITY AND EFFECTIVE DATE

Effective dates are shown on your membership cards. Coverage will start on such date at 12:01 AM at the main
place of business of the Policyholder. Effective daies for ail persans added to coverage after ihis Certificate is issued
will be shown on the Schedule of Benefits issued at the time of the addition.

Eraployer or Member Eligibility — To be eligible for benefits you must:
1. Meet eligibility requirements as selected on the Policyholder's Application;
2. Satisfactorily answer all eligibility and other questions on the Application or Enroilment Form and must
provide evidence of eligibility satisfactory to us, if we ask for it; and
3. Be actively at work or eligible to work if currently unemployed. Either as a business owner, independent
contractor, works for a small business or a member of a workers union.

Employee or Member Effective Date — Your coverage will take effect on the Effective Date of the Policy if:
1. You completed an Applicaticn ar Enroliment Form on or before the effective date; and
2. You are in Active Service or eligible to be in Active Service; and
3. Your first dues payment has paid and received by Us.

If you are not eligible for this coverage on the Policy effective date, Your coverage will take effect on the first day of
the day which caincides with or next follows the date You first become eligible and are approved for coverage.
Additionally, Your first dues payment must have been received by Us, and all provisions listed in the Employee or
Member Eligibility provision above, must be met.

If you are disabied on what otherwise would be the effective date, Your coverage will be deferred until the first of the
menth following the date you cease to be disabled.

Dependent Eligibility — If Dependant coverage is available, A Dependent will be eligible for such coverage on the
later of the following dates:

1. The day you become eligible for coverage; or :

2. The day he/she first meets the definition of Dependent.

You may elect dependent coverage by: :
1.  Applying for Dependent coverage within 31 days of the date the dependent becomes eligible; and
2. Completing any required forms for payroll deduction ¢r drafting of your account for payment

You must complete an Application for Enrollment of 2 Spouse or Child, and pay any required dues within 31 days of
the date Your Spouse or Child meets these eligibility etiteria. If such Application is not made within that 31 day period
Your Spouse or Child will be considered a late enroliee and may be required to submit safisfactory proof of eligibility
in order for coverage to become effective.

Any eligible Dependent who dees not become a covered person on your effective date may be added to this
Certificate subject to:

1. The Completion of an Application or Enroliment Form;

2. Satisfaction of any proof of eligibility reguirements; and

3. Payment of any additional premium, if required.

If yau and your spouse ara both eligible as an employee or member, the Children may be covered as Dependents of
either You or your Spouse but not both

Dependent Effective Date — The effective date of coverage for each efigible Dependent will be on the first day of the
month that coincides with ar next follows:

1. Our acceptance of the Application or Enroilment Form; and
2. Qur raceipt of the first dues payment.

However, if on such date Your coverage has not yet taken effect, the effective date for dependent coverage will be
the same as your effective date.
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If a Depandent is disabled on the date coverage (with respect to that particutar Dependent) would otherwise be in
effect, the coverage for that Dependent will be deferred uniil the first of the month following cessation of Disability for
that Dependent.

Newborn Child Effective Date — A newborn Dependent Child will become covered for coverage automalically on the
day he or she is born, so long as your coverage is in force on that date. Coverage includes premaiure babies,
congenital defects and birth abnormalities. The Dependent newborn child's coverage will not continua past the 31
day period following the date of birth, unless:

1. You have notified Us by the end of the 31 day period of the addition of such newborn Child, and

2. You have paid any applicable additicnal dues.

DESCRIPTION OF BENEFITS

Subject to the provisions of this certificate, and any maximum benefit fimitations stated on the schedule of bensfits,
we will pay = benefit for a covered loss that occurs while the covered person is covered under the policy, subject to
extension of Benefits Provision. Please see the Schedule of Benefits for the benefit amount details for each benefit
listed below. :

§

Accidenta! Death Benefit

If bodily injury results in the loss-of the Covered person’s life within the Loss Pericd stated on the Schedule of
Benefits, we will pay the Principal Sum shown on the Schedule of Benefits.

Madical Expense Benefit - Accident and Sickness {Out-Patient Only)

After the Deducticle amount shown on the Schedule of Benefits has been satisfied, we will pay a percentage of the
Usual and Customary Charges, as shown on the Schedule of Benefits, for covered medical expenses, up to the
Maximum Benefit shown on the Scheduie of Benefits. Benefits will be paid for the Benefit Period shown on the
Schedule of Benefits. Benefits will be paid for covered medical expenses that are incurred while the Covared
Persan’s coverage is in force. The Covered Person must be under a Physician's care, and the treatment must be
Medically Necessary, for the Cevered Sickness ar Injury. Benefits will only be paid for expenses which are incurred
during the Benefit Period shown on the Schedule of Benefits. .

Hospital Confinement — Injury and Sickness

We will pay the Daiiy Benefit amount shown on the Schedule of Benefits for each day the Covered Person isa
regisiered in-patient in a Hospital if:

a) ltis the result of a accidental bodily injury, directly and with no other causes, or Sickness, while this
coverage is in force; and ' :

b) The Covered Person is under a Physician’s care; and

c) The Hespital Charges at least a full day’s room and board; and

d) The Haspital stay begins while the Covered person is covered.

Payment of the Daily Benefit will start on the first day of confinement and will continue for & period not to exceed the
Maximum Benefit Periad, as shown on the Schadule of Benefits, for each period of Hospital confinement. If Hospita?
confinement for the same injury or sickness is not continuous, benefits are subject to the “Recurrent Period” (as
defined)

*Recurrent Period” means that two or more periods of Hospital confinement, due to the same Injury or Sickness, are
treated as one pericd if separated by less than 180 days between confinements.




EXCLUSIONS AND LIMITATIONS

With respect to all the benefits provided under this Cerlificate, no benefits will be payable as the resutt of:

1. Suicide or any attempt thereof, while sane or insane;

2. Any Intentional self-inflicted injury or Sickness;
3. Rest care or rehabilitative care and treatment (unless provided as a benefit on the Schedule of Benefits),

4. Participating in a riot, civit commotion, ¢ivil disobedience, or untawful assembly;
5. Committing, attempting fo commit, or taking part in a felony ar assault, or engaging in an illegal occupation;
6 Participation in:
a. An organized contest of speed;
b. Parachuting:
c. Parasailing;
d. Bungee Jumping; or
e. Hang Gliding;
7. Air travel, except:
a. As a fare-paying passengeron a commercial airiine on a regularly scheduled route; or.
b. As a passenger for ransportation only and not as a pilot or crew member;

8. Any accident caused by
under the influence of a

jurisdiction in which the Accident occurred);

9. Any procedure or freztment to change physical ch aracteristics to those of the cpposite sex and other
freatment related {o sex change;

10. The reversal of a tubal ligation or vasectomy;

11. Arificial insemination, in vitro ferfilization, and test tube ferfflization, inciuding any related tesfing,
medications or Physician’s servicgs, unless required by law;

12. Any loss incurred while on active duty status in the armad forces (if You natify us of such active duty, we will

refund any dues paid for any period for which no coverage is provided as result of this exception.);

13. Accident or Sickness arising out of and in the course of any occupation for compensation, wage or prefit OR
expenses which are payable under Occupational Disease Law or similar law, whether or not application for

such benefits has been made;

14. Routine eye examinations or fitting of eye glasses;

15. Hearing aids or fitting of hearing aids;

18. Dental examinations or dental care other than expsnses resulting from an Accident;

17. Care or treatment of an Accident or Sickness not specifically provided for in this plan;

18. With respect to the Off-the-Job Accidental injury Benefit only, charges that the Covered Person is not legaily
required to pay, or charges which would not have been made if this coverage had not existed; or

19. Treatment of an Accident or Sickness made necessary by or arising from war, declare or undeclared, or any

act of war;
20. Cosmetic Surgery, except cosmetic surgery which the covered person needs as a result of an Accident

which happens while he is coverad under this poficy. The surgery must be performed within 90 days of the
Accident causing the injury and while such person’s coverage is in force; '
21. Weight loss treatment; ’

22 Treatment of the feet (including but not limited to coms, calluses or bunions) for other than Accidental Injury
1 microsurgery, such as keratomileusis, keratophakia,

23. Correction of myopia or hyperopia by means of cornea
and radial keratomy and afl related services;

24. With respect to Accidental Death benefits, sickness, discase, bodily or mental infirmity or medical or surgical

freatment thereof: or bacterial or virat infection, regardiess of how contracied. This does not include
pacterial infection that is the natural and foreseeable result of an accidental external bodily injury or

accidentat food poisoning.

7a
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Pre-Existing Conditions - We will not pay any benefits for a condition for which a Covered person received
medical treaiment, care or advice within 12 months before being covered under this Policy. This does not apply
if:

a) The Covered perscn has been covered under this pelicy for 12 consecutive months; or

b} the condition is pregnancy; or

c) heis a child who is adopted or placed for adoption before attaining the age of 18 years and who, as of the
last day of the 30 day period beginning on the date of the adoption or placement for adoption, is covered under
Creditable Coverage. .

Credit for Prior Coverage - A Covered person, whose coverage under prior, Creditable Coverage ended no more
than 63 days before the Covered Persen's effective date under this policy, will have any applicable Pre-Existing
Condition limitation reduced by the total number of days the Covered Person was covered by such coverage. If
there was a break in Creditable Coverage of more than 63 days we will credit only the days of such coverage
after the break. '

Creditable Coverage means coverage under any of the following:

a) Any individual or group policy, confract or program, that is written or administered by a disability insurahce
comgany, health insurance company, health care service plan, fratemal benefits society, self-insured employee
pian, or any other entity, and that provides or arranges medical, hospital and surgical coverage not designed to
supplement other private or government plans. The term includes continuation coverage, conversion coverage,
but does net include accident only, credit, disability income, Medicare supplement, long term care insurance,
dental, vision, coverage issued as a supplement to liability insurance, insurance arising out of workers'
compensation or a simitar law, automobile medical payment insurance, or insurance under which benefits are
payable with or without regard fo fault that is statutorily required to be contained in any liability insurance policy
or equivalent self-insurance;

b) The federal Medicare program pursuant to Title XVIil of the Social Security Act; The Medicaid program
pursuant to Title XIX of the Social Security Act, other than coverage consisting solely of benefits under sectien
1628; Chapter 55 of the Title 10, United States Code, the Civilian heaith and Medical Program of the Uniformed
Services; : -

c) amedical program of the Indian Health Service or of a tribal organization; a state health risk benefits
pooi; a health program offeraed under chapter 89 of Title 5, United States Code, the Federal Employees Health
Benefits Program, a public health plan as defined by federal reguiations, or a health benefit program under
section 5(e} of the Peace Corp Act. '
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DUES

All duss are payable on or before the date they are due. You must pay any required contribution fo the Policyholder.

We have the right to change the dues rates on any dues due in accordance with the terms of the Policy. If the rates
are changed after the first Policy anniversary We will give at least a 31-day advance written notice to the
Policyholder.

Grace Period — There is a 31 day grace period after each dues due date after the first dues payment. If a subsequent
dues payment is not paid on time, coverage wili stay in force during the grace period. Coverage will end at the end of
the grace period, if the duss are not paid by then. If this happens the duss for the grace pericd will still be owed to

us. ’

TERMINATION GF COVERAGE

Your coverage wilt cease on the earliest of:

The last day of the payroll deduction period during which You can cease to be eligible for coverage;
The end of the last peried for which a dues payment has been made to Us;

The date the policy terminates; or

The tast day of the payroll deduction period during which You terminate employment.

N

The coverage on a Dependent will cease on the earliest of:

The date Your coverage terminates;

The end of the last period for which a dues paytment has bean made to Us;
The date of the Dependent no longer meets the definition of Dependent; or
The date the Policy is modified so as to exclude Dependent coverage.

N e

We will have the right to terminate the coverage of any Covered Persan whao submits a frauduient claim under the
Policy.

Extension of Benefits — Whenever termination of coverage under this section occurs due fo the termination of Your
employment or membership such termination will be without prejudice to:

1. Any Hospital Confinement which commenced while coverage was in forca, with respect fo Daily In-Hospital
Indemnity Benefits; or

2. Any covered treatment or service for which benefits would be provided and which commenced while
coverage was in force; provided, however, that the Covered Person is and continues to be Hospital Confine
or Disabled. :

Such Extension of Benefits will continue for up to the eartier of:

1. 30 days; or
3 The date on which the Covered Person is no longer disabled.




CLAIMS PROVISIONS

Cizim Forms — Claims forms shouid be used for filing Proof of Loss. We will send such form to claimant within 15
days of receipt of notice of claim. If we fail fo supply the proper claim forms within 15 days. You can give proofin
writing, setfing for the nature and extent of loss within the fime stated in the Proof of Loss Provision.

Claims Procedurs — Due Proof of Loss must be submitted to us at our administrative Office. You or a personal
representative may obtain a claim form by calling Our toil-rea telephone number Yisted on the Cover Page.

Notice of Claim - Written notice of claim must be given to Us at Our Administrative Officer, or to Our agent. Such
notice should be made within 31 days after any loss coverad by the Policy. If it is not reascnably possible to give
notice within that tirme, the claim may not be denied or reduced due fo delay.

Proof of Loss — Written proof of loss must be given to us or our authorized répresentative with 90 days after the loss
begins. The Company will not deny or reduce any claim if it was riot reasonably possible to giva the proof of less in
the time period required. In any event, proof of loss must be given to us or our authorized representative within 1
year after it is due, uniess the insured is legally incapable of doing so.

Paymant of Benefits — Benefits may be assigned fo the provider{s) of such benefits. i you show proof of payrment io
the provider all benefits payable under the Policy will be paid to You. Accrued benefits that are not paid at Your death
. wilt be paid to Your estate. We may pay up to $1.000.00 of such benefit ic one of Your relatives at Our discretion.
Such payment fully dischargas Us to the extent of the payment.

Physical Examination and Aufopsy - Af our expense, we may. (1) have a perscn claiming benefits examined as
often as reasonzbly necessary while the claim is pending; and (2) to make an autopsy in case of death where itis not
forbidden by law. -

Legal Action ~ No legal action may be brought to recaver on this policy before 90 days after written proof of loss has
bean fumnished as required by this paolicy. No such action may be brought after 2 years from the time written proof of
loss is required to be furnished.

Coordination of Benefits: This provision will be used to determine a Covered Person's benefits under this policy. If
the covered person is covered for medical benefits under this policy and is also covered for these benefits under
other plans; and the benefits that would be paid by this policy without this section plus the benefits that would be paid
by the other plans, without a section similar to this section would exceed allowsd expenses as defined belew. .

Allowed expensas means Medical Expenses which are:

Medically necessary

Not in excess of Usual and Customary Charges .

Incurred while the parson for whom the claim is made is covered, or is entitied to benefits after coverage ends under
this poiicy; and

At least parily covered under one of the plans covering such person.

When this policy does not pay its benefits first, allowed expenses will include medical expenses which are not paid
because of the claimant's failure to comply with the cost centainment requirements of the plan which pays its benefits
first.

When z plan provides a benefit rather than a cash payment, the reasonable cash value of the service wili be
tonsidered to be both an allowed expense and a kenefit paid.

Effects Under this Plan —When this provision is used, the rules listed below will determine the amount of benefit each
plan will pay. All bensfits will be determined on a pelicy year basis. :




These ruies may require this plan to pay its benefits first. If so, this plan will pay its full benefits without taking into
account other plan benefits. These rules may require one or more of the other plans to pay heir benefits before this
plan. i so, this plan will reduce its benefits so that in any policy year, the sum of all benefits paid to a person (by this
and all other plans) equals the allowed expenses for that year. Benefits to be paid under other plans include benefits
before a ptan that has such a provision.

A plan or part of one that does not have a provision similar to this section will pay its benefits before a plan that does
have a provision. :

In all other cases, the plan that will pay its benefits first will be dependent upon the first applicable rule:

a) The benefits of the pian covers the Covared person as an employee, member or subscriber {that is, other
than as a dependent) are determined before thase of the plan which covers the covered personas a
dependent.

b} Dependent child/Parents not divorced. The rules for the order of benefits for a dependent child when the
parents are not divorced is as follows: _

§

(1) The benefits of the plan of the parent whose birthday fails earlier in & year determined before those of
the plan of the parent whose birthday falis later in the year.

(2) If both parents have the same birthday, the benefits of the plan which covered the parent longer are
determined before those of the plan which covered the other parent for a shorter period of time.

(3) If the other plan does not have the rule describad in {1) and {2) above, but instead has a rule based
upon tha gender of the parent, and if, as a result, the plans do not agree on the other of benefits. The
rule based upon the gender of the parent will determine the-order of benefits.

c) Dependent Child/Divorced parents. If two or more plans cover a covered persen as a dependent child of
divarced parents, benefits for the child are determined in this order:

{1) First, the plan of the parent with custody of the child,

{2) Then the plan of the spouse of the parent with custody of the child, and;

{3) Finally, the plan of the parent not having custedy of the child.

{4) If tha specific terms of a court decree state that one of the parents is responsible for the health care
expenses of the child, and the enfity obligated to pay or provide the benefits of the plan of that parent
has actual knowledge of those terms, the benefits of that plan are determined first. The plan of the
cther parent shall be the secondary plan. The paragraph does not apply with respect io any claim
determination: pericd or policy year which any benefits are actually paid or provided before the entity
has that actual knowledge.

(5) If the specific terms of the court decree state that the parents shall share joint custody, without stating
that one of the parents is responsible for the heatth care expenses of the child, the plans covering the
child shall follow the order of rules in (b) above.

d) Longer/Shorter length of coverage. If none of the above rules determine the order of benefits, the benefits
of the pian which covered an ermployae, member or subscriber longer are determined before those of the plan which
covered the person for the shorter term.

(1) To determine the length of time a persen has been covered under a plan, two plans shall be {reated as

one if the covered person was eligible under the second within 24 hours after the first ended.

{?) The start of a new plan does not include: (1) a change in the amount or scope of a plans benefils; (i) a
change in the entity that pays, provides or administers the plan's benefits; or {iii) a change from one type of plan to
another (such as, from a single employer plan to that of & multiple employer plan or an Association Plan).

{3) The covered person’s length of ime covered under a plan is measured from the covered person's first
date of coverage under that plan. If that date is not readily available, the date the covered perscn first became a
member of the group shall be used as the date from which to determine the length of time the coverad person’s
coverage under the present plan has been in force.

If the benefits of this plan are reduced due fo these rules, such reduction will be done in propartion. Any benefits paid
by this plan on a reduced basis will be charged against the benefit limits of this plan.

For this provision to work, we must exchange information with other plans. To do so, we may have to give or get
from any source ali such inforration we think necessary. This will be done without the consent or noties to any
person except as required by the applicable federal or state statue. Any person claiming benefits under this plan
must give us the information it requires.
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Facility of Payment

Anocther plan may pay a benefit what should be paid by us by the terms of the provision. If that happens, we may pay
to such payer the amount required for i to satisfy the intent of this provision. This will be dene at our discretion. Any
amount so paid wil§ be considered a benefit under this plan. We will not be liable for such payment after it is made.

GENERAL PROVISIONS

Changes to this Certificate — Oniy Our President, Vice-President, Secretary or an Assistant Secretary may make
any changes to this Certificate and then only in writing. No agent or Policyholder has authority to change the Policy
of this Certificate or to waive any of its provisions, Any changes are subject io the laws of the governing jurisdiction.

Entire Contract — The entire Contract consists of the Palicy, the Certificate, any atfached Amendments,
Endorsements. or Riders, the Policyholder's Application, Your Applications and any Enroliment forms.

Grace period — A grace period of 31 days wilf ba aliowed for each dues payment after the first dues payment is paid.
Covéerage will stay in force during this period. The coverage under the Policy andlor Certificate will terminate at the
end of the Grace Period if the dues have not been paid. You must stili pay all unpaid dues. This includes the dues
payment due for the Grace Period.

If coverage is canceled on a dues dus date and the dues have been paid through ihat date, the Grace period will not
apply. If coverage is canceled during the Grace Period, you will be liable for any unpaid dues including the pro rata
dues for that part of the Grace Period which coverage was in force. Benefits may be reduced by the amount of any
due, but unpaid dues.

Legal Action — No iegal action may be brought to recover under the Policy and or Certificate:

1. Within 90 days after proof of Loss has been furnished as required; or
2. More than twe years from the time written Proof of Loss is required to be furnished.

WMisstatement of Age - If the covered person's age has been misstated, the covered persans true age will be used
to adjust the dues or adjust ihe benefits paid.

Mo Dividends Payahle — This Certificate does not participate in the profits or surplus earnings of Our Company.

Right to Contest — We will not use any statement, except fraudulent statements, to void or reduce benefits after this
Ceriificate has been in force during your lifetime for two years from the effective date of coverage. Any stch
statement would have to be in a signed form. This also applies to all riders. Any increase in henefit amounts would
be subject fo a new two year contestable peried for the increased amount only.

All statements made are considered representations and not warranties. No such statement will be used in any
contest, uniess a copy of such statement has been furnished to you.

When Moiice is Given o Us — Any notice to You will bs sent to your last known address.

10




AMENDATORY RIDER

This rider is made a part of the policy or cerfificate to which it is attached. it is subject to all the terms of the policy or
certificate which are not in conflict with this rider.

The rider date shall be the same as the Policy date or Ceriificate dare if no date is shown. The same pre-gxisting
conditicns exclusions are in effect for the rider as they are for the certificate itself.

Maternity Benefit

If the policy covers Medical Benefits for Sickness, we will pay the Usual and Customary Charges incurred fora
minimum of forty eight hours of inpatient care following a vaginal delivery and minimum of ninety six hours of inpatient
care following defivery by caesarean section for a mother and her newborn in a Hospital or birthing center. Shorter
stays are allowed if recommended by the attending health care provider in consultation with the mother and one
postpartum visit is performed within 48 hours of discharge.

Charges for medical expenses incurred for a postpartum follow-up visit are also covered. Such visit must occur
within 48 hours of discharge from the Hospital or birthing center and can he perfarmed by a licensed health care
provider whose scope of practice includes pestpartum home care. Coverage includes:’

a) Physical assessment of the coverad mother and newborn child;

b} Parent education;

c) Training or assistance with breast or bottle feeding, and;

d) The performance of any appropriate clinical tests. At the covered mother's discretion the visit may occur at

the health care provider's facility or hospital.

The benefit will be paid on the same basis as any other Sickness under the palicy, subject to the same deductibles,
coinsurances and maximuns/

Breast Reconstruction Benefit

if the policy covers Medical Benefits for Sickness, we will pay the Usual and Customary charges incurred for
recanstructive breast surgery resulting from a mastectomy.

Coverage is also provided for all stages of reconstructive breast surgery performed on a non-diseased breast fo
establish symmetry with the diseased breast and for prostheses and physical complications at all stages of the
mastectomy.

The benefit will be paid on the same basis a3 any other sickness under the policy, subject to the same Deductibles,
coinsurance and maximums. :

Lead Poiscning Screening Benefit

If the policy covers Medical Benefits for Sickness, we will pay the Usual and Customary Charges incurred for a
baseline lzad peisoning screening test for coverad dependent children at or around 12 months of age and lead
peiscning screening and diagnostic evaluations for covered dependent children under the age of 6 years who are at
high risk for lead poisoning in accordance with guidelines and criteria set forth by the Division of Public Health.

This benefit will be paid on the same basis as any other sickness under the policy, subject fo the same Deductibles,
coinsurance and maximums.

Cancer Scresning Tests Benefit
If the policy covers medical benefits for Sickness we will pay the Usual and Customary Charges incurred for cancer

screening tests performed by a qualified facility or Doctor as follows:
One annual cervical and endometrial cancer screening known as a pap smear for a female coverad person aged

18 and over.
a) Prostate cancer screening, known as a prostatic specific antigen (PSA) test, for a coversd person age 50 or
above

b} Pericdic mammaographic examinations, including the facility and radiologist fees, on the following schedule:
a. Abaseline mammogram for an asymptomatic female covered person at least age 35;
1.
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b. A mammogram every 1fo 2 years for an asymptormnatic fermale covered person age 40 to 50 but no
soaner than 2 years after her baseline mammogram, or as otherwise declared appropriate by her
doctor,

c. A mammogram every year for an asymptomatic female covered person age 50 and older;

4. A mammogram prescrived by a Doctar for & female covered person based on such Doctor’s
evaluation of her physical conditions, symptoms or risk factors indicating a probability of breast
cancer higher than the general population.

¢) Colorectal cancer screening as follows:

a.  For covered persons 50 years of age or older: soreaning with annual fecal oceult bicod tests (4
specimens), flexible sigmoidoscopy every 5 years, colonoscopy every 10 years, double confrast
barium enema every 5 years, or any combination of the most reliable, medically recognized
screening tests as may be determined by the Secratary of Health and Social Services;

b. Far covered persens who are deemed at high risk for colon cancer because of family history of
familial adenomatous polyposis, famity history of nerdditary nonpolypesis calon cancer, chronic
inflammatory bowel disease, family history of breast, ovarian, endometrial, colon cancer or polyps,
or a background, ethnicity or lifestyle such that the treating health care provider believes the
covered person is at elevated risk:

Screening by colonoscopy, barium enema or any combination of ihe most reliable, medically
recognized screening tests available as may he determined nu the Secratary of Health and Social
Services shall be covered at a frequency datermined by the Doctor.

This benefit will be paid on the same basis as any other Sickness under this policy subject ta the same Deductibles,
coinsurance and maximums.

Ovarian Cancer Monitoring Benefit .
If the palicy covers Medical Benefits for Sickness, we will pay the Usual and Customary Charges incurred for CA-125
monitoring of ovarian cancer. Coverage is not provided for routine screening.

The benafit will be paid on the same basis as any other Sickness under this policy subject to the same Deductibles,
coinsurance and maximums.

Serious Mental iliness

. If the policy covers Medical Benefits for Sickness, we will pay the Usual and Custemary Charges incurred for

diagriosis and medically necessary {reatment of a Serious Mentat lliness on an inpatient ar outpatient basis as leng
as services are rendered by a mental health professional licensed or certified by the State Board of Licensing or in a
mental health facility licensed by the Siale.

Serious mental liness means any of the following biologically based merital linesses as defined by the American
Psychiatric Association in the Diagnostic and Stafistical Manuat (DSM):

Schizophrenia;

Bipolar Disorders;

Obsessive-compulsive disorders;

Major depressive disorders;

Panic disorders;

Eating diserders including anorexia nervosa and bulimia nervosa;
Schizoid-affective disorders; and

Delusional disorders.

;’tﬂ bl I = B 2 =2

Treatment of alcohalism or other drug dependencies, including through the diagnosis or treatment of one of more
Serious Mental lliness, is not covered.

This benefit will be paid on the same basis as any other Sickness under this policy, subject to the same Deductibles,
coinsurance and maximums.
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Childhood Immunizations Benefit

If the policy covers medical benefits for sickness, we will pay the Usual and Customary Charges incurred for each
covered dependent child from birth through the date the child is 18 years of age for immunizations against: (&)
Diphtheria; (b) Hepatitis B; (¢) Measles; (d) Mumps; (g) Pertussis; {f) Polio; (g) Rubefia; (h) Tetanus; (i) Varicella, {j)
Haemphilus influenza B; and (k) Hepatitis A.

This benefit will be paid on the same basis as any other Sickness under this policy, subject to the same Deductibles,
ceinsurance and maximums.

Prescriptions Contraceptive Benefit

If the policy covers medical benefits for sickness, we will pay the Usual and Customary Charges incurred for
prescription contraceptive drugs and devices approved by the FDA and for outpatient contraceptive services including
consultations, examinations, procedures, insertion and remeval, and medical services related to the use of
contraceptive methods to prevent unplanned pregnancies.

This benefit will be paid on the same basis as any other Sickness under this policy, subject to the same Deductibles,
coinsurance and maximums.

Diabefes Benefit

If the policy caovers medical benefits for sickness, we will pay the Usual and Customary charges incurred for the

~ following equipment and supplies. for the treatment of diabetes if recommended by a Doctor; insulin pumps, blood
glucose meters and strips, uring testing strips, insulin, syringes, and pharmacoelogical agents for confrolling blood
sugar.

The benefit will be paid on the same basis as any other Sickness under this poficy, subject to the same Deductibles,
coinsurance and maximums.

Off Label drug benefit

If the policy covers medical benefits for sickness, we will pay the Usual and Customary Charges incurred for any
drug, including medically necessary services associated with administration of the drug, to treat a coverad person for a
covered chronic, disabling, or life threatening Sickness if the drug:

a. Has been approved by the FDA for at least one indication; and :

b. s recognized for treatment of the indication for which the drug is prescribed in prescription drug reference
compendium approved by the Insurance Commissioner for this purpose or in substantially accepted peer
reviewed medical literature. |

Coverage is not provided for experimental drugs not otherwise approved for any indication by the FDA nor for any
disease or condition that is excluded from coverage under this palicy.

This benefit will be paid on the same basis as any other Sickness undar this policy, subject fo the same Deductibles,
coinsurance and maximums.

Neonduplication of Benefits

No benefits are payable under this rider for that portion of Medical Expenses for which benefits are payable under the
palicy or certificate or another rider attached to it. [f benefits are payable under' more than one provision, then
benefits wili be provided only under the provision providing the greater benefit.

Nothing contained in this rider will alter, waive or extend the provisions, conditions or limitations of the policy, except
as expressly stated above.
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IMPORTANT INFORMATION TO POLICYHOLDERS

" In the event you need to contact anyone about this policy for any reason please contact your agent. fycu
have additional questions you may contact us at the following address and telephone number:

American Trade Association, Inc.

Customer Service Center
4676 Highway 41 North
Springfield, TN. 37172

(800) 591-6764

All of the above informaticn relates to the Limited Benefit Hospita! Indemnity Policy issued to your
Policyholder

The Association provides additional benefits which are described and outlined in the material you will
receive. Please be aware that riot all the Asscciation benefits are underwritten and many are
discount programs offered to you as a member of the Association.
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ACCIDENT MEDICAL
IN-HOSPITAL ACCIDENT ONLY
ACCIDENTAL DEATH AND DISMEMBERMENT

ECOPE OF COVERAGE

We will provide the benefits described in this certificate to all Covered Persons who suffer a
covered loss which is within the scope of the DESCRIPTION OF BEREFITS PROVISIONS and
results, direct!ly and indepandently of all other causes, from hodiiy injury which is suffered in an
Accident, and occurs while the person is a Covered Person under this ceriificate and is within the
scope of the risks set forth in the DESCRIPTION OF HAZARDS provisions.

COVEREDR PERSONS include all members and their lawful spouses under age 70.

Accident means a sudden, unfareseeable external event which causes irjury to one or
more Covered Porsons and occurs while coverage is in effect for the Covered Persen.

THIS IS A LIMITED ACCIDENT ONLY BENEFIT. T 1S ACCIDENT CNLY CERTIFICATE AND DOES
NOT COVER LOSS OR EXPENSE RESULTING FROM SICKNESS, DISEASE, OR BODILY
INFIRMITY. In order to recaive benefits, 2 COVERED person must sustain an injury while the
CERTIFICATE is in force and such injury directly or independently causes a loss covered by the
plan.

Benefits are pavable for Eligible Expenses for non-work related injuries on the following basis:
CESCRIPTION OF BENEFITS

BENEFIT AMOUNT: $25,000 DEBDUCTIBLE: $1,0600 PER INJURY

If, as a result of injury, an insured incurs covered expenses starting within 90 days frem the date
of the accident causing the injury, we will pay, tess the deductible as shown above and nof to
exceed the maximum benefit amount shown therein, all covered expenses incurred within one
year from such date.

Covered expenses mean the usual, reasonable and customary charges for local professional
amhulance service to or from a hospital and/or surgical center as well as the following usual,
reasonable and customary charges for treaiment, services and supplies provided or prescribed by
a Doctor:

(1) Hospital Rcom & Board, or Surgical Center care and treatment; {2) Outpaiient Hospital
Emergency room; (3} Surgical Benefits; {4) Doctor's Visits In-Hospital; (5) Dector Visits Out-
Patient; (6} X-ray and Laboratory; (7) Nursing care; {8} Physiotherapy; (9} Ambulance

(10} Medical Equipment Rental Charges; {11) Medical Services and Supplies {Blood, Blocd
transfusions, Oxygen); {12) Prescription Drugs; {i3) Dental Treatment as a resuit of Injury to
natural feeth

ACCIDENTAL DEATH & DISMEMBERMENT
Principal Sum: $50,000
If within one year from the date of an Accident covered under this certificate, Injury from such
accident results in Loss listed below, we will pay the percentage of the Principal Sum sst opposite

the loss in the table. The amount will not exceed the Principal Sum which applies to the Covered
Person.
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ACCIDENT DEATH, DISMEMBERMENT, OR LOSS OF SIGHT

lLoss Percentage of Principal Sum
Loss of Life 100%
Loss of Both hands 100%
Loss of Both Feet 1060%
Loss of Entire Sight of Beth Eyves 100%
Loss of One Hand and One Foot 100%
Loss of One Hand and Entire Sight of One Eye 100%
Loss of One Footf and Entire Sight of One Eye 100%
Loss of One Hand 50%
Loss of One Foot 50%
Loss of Entire Sight of One Eye 50%
Loss of Thumb and Index Finger of the Same hand . 25%

DISCRIPTION OF HAZARDS

24 Hour Coverage. We will pay the benefits described in this Certificate for any Accident which
happens to a covered person while he is covered by this certificate. This includes travel or flight
in an Aircraft with some restriciions. SEE EXCLUSIONS

GENERAL POLICY PROVISIONS

WORKERS' COMPENSATION INSURANCE: This Certificate is not in lieu of, and does not
affect, any requirement for coverage under any Workers® Cempensation Insurance.

EXCLUSIONS

Benefits will not be paid for a Covered person's loss which:

(1) is caused by or results from the Covered Person's own:

{a)
(b)
{c)
(d)
(e}
(7

Intentionally self-inflicted Injury, suicide or any attempt. {in Missouri this
applies only while sane);

Voluntary self administration of any drugs or chemical substance not prescribed by,
and taken according ic the directions of, a doctor (Accidental ingestion of a
poisonous substance is not excluded);

Commission or aftempt to commit a felony;

Participation in a riot or insurrectioi; :

Driving under the influence of a conirolled substance unless administered on the
advice of a doctor; or . '

Driving while intoxicated. "Intoxicated” will have the meaning determined by the
laws in the jurisdiction of the gecgraphical area where the loss occurs;

(2) is caused by or resuits from:

{a}
{b}

(c}
{d)

Geclarad or undeclared war or act of war;
An Accident which occurs while the Covered person is on active duty service in any

armed forces. (Reserve or National Guard active duty for training is not excluded
unless it extends beyond 31 days);

Aviation, except as specifically provided in this Policy;
Sickness, disease, bodily or mental infirmity or medical or surgical treatment
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Bacterial or viral infection, regardless of how contracted. This does not include
bacterial infection that is the natural and foreseeable result of an accidental
External bodily injury or accidentat food poisoning. .
{e) Muclear reacticn or the release of nuclear energy. However, this exclusion will not
apply if the loss is sustained within 180 days of the initial incident and;
(i) The loss was caused by fire, heat, explosion or other physical trauma which was
the result of the release of nuclear energy; and
(i)} The Covered Person was within a 25 mile radius of the site of the retease efther:
(1) Af the time of the release; or
{2} Within 24 hours of the start of the release.

CLAIMS PROVISIONS

Written notice of claim must be given within 39 days after a covered 10SS OCCUrS OF as Soon as
reasonably possible. We will send forms to authorized members who ask for them.

Notice must be sent to the address below or call 1-800-591-6764

ATA ADMINISTRATOR
4576 HIGHWAY 41 NORTH
SPRINGFIELD, TN, 37172
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PlanRx Preferred Prescrfption Program

You and your family can enjoy a preseription program that will save you money on virtually every prescription
medication you may need. Qur program offers you the following benefits:

Retail/Mail Order Generic: 510 Maximum Member Payment per 30 day supply*

Mail-Order Brands: $50 Maximum Payment per 30 day supply**

Preferred Pricing on brand and generic medications not included under the Maximum Payment
Pharmacy advisory services are required, This service is designed to maximize your savings

" QGeneric $10 Maximum Payment available through retail or mail order
¥%  Preferred $50 Maximum Payrent available throngh mail-order only

Retail/Mail Order Generc Mail-Order: Preferred Pricing (Brand or
¥ 310 or less for a 30-day supply for most Equivalent)
" Generics >
Very liberal formulary. See exceptions
below

» $50 or less for a 30-day supply for
¥» Obtain up to a 20-day supply at the
>

medications on the formulary
Available through mail-order only
90-day supply typically ordered
Preferred Pricing offered for
medications not included in formulary
Pharmacy advisory services are
required. This service is designed to
maximize your savings

pharmacy — if prescribed

Most over-the-counter (OTC)

medications covered when substituted

for a prescription

All major chains and most independent

pharmacies are in the network

¥ Very liberal maximum benefit based on
80% savings off current average retail
pricing

v VYV

v

Limitations for Eligible “Retail” Generic Medications

The PlanRx “retall? generic Maxzimum Payment dees not inclede generic medicztions net listed on the
Covered Generic Formulary, diabetic supplies, fertility agents, sexual dysfunction medications, Injectibles,
anorexiants, smoking deterrent medications, hair replacement products, cosmetic alteration drugs, Retin-A
and ADHD medications for individuals over the age of 18, inselin syringes acd accessories. Prescriptions are
filled or refilled for up to 2 three (3) monih’s supply with a limit of 100 units per 30 days. A $10.00 maximum
payment is 2pplied for each 3¢-day supply. -

After the member’s Maximum Payment is sppiied, PlanRx will pay up to 2 maximem of $50.00 for a one
morth sepply of a covered gemeric medication. Tn addition, PianRx will pay a maximum of $1,200 per
calendar year for each individuat ($300 maximum each quarter) and 2 maximum of $2,400 per calendar year
for a family (3600 maximum each guarter) for covered generic medications at your locak network pharmacy.-

Mzail-Order Mecdications

Preferred pricing medications are available through mail order only and generailf are for a 90-day supply.

The medicstions inciuded under the Maxzimum Payment are subject to change. It is our intent to include as
many medications as possible, Any medication can be checked for preferred pricizg.  Mail-Order
medication dees not include some controlled substances and is limited to the number of units preseribed per
9C-day period.

PlanRx is a non-insurance benefit program and is not intended to replace insurance.
PAPImRx ProductPlanRx Preferred Program\PlanRx Progam Fulfillment_20090203.doc
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w you kave the power {0
BEIRE, €7 Scans ant BE.T. Scans

i wills

" Schedule your procedure in a facility thatis
convenient for you. -

“ Help you to prepare for your procedure by
answering any questions you may have and
advising you of any restrictions that may be
needed.

" Give you directions to the facility.

" Nofify your physician of the date and time of
your test.

” Place a reminder call to you the night before
your test and make sure you ars set to go.

" Work with your physician to be sure they have
yeur resulis in a timely manner.

| will experience subsiantial savings an
ir radislogy needs.

make sure the fzcilities in our nelwerk
kighly credentialed and produce fop
ality tests.

t(" CostWithout DiaTri )
! | Diagnostic Facility Bills $2000
||PPO 15% '$1700

A |of $200 deductible. Remaining amount:
i | member pays either 10% or 20%.

I\

't Plan members will experience up to 70%

§ savings on MRIs, PE.T. and CT Scans in our
i nationwide network of highly credentiaied

i radiology facilities.

If applicable, member pays some or all

Member Payment Range: $170_$500j

\&ember Payment Rang 2 $80:321

Quaiity Care:

i{ DiaTri also works with your physician

-

;!

to ensure they know the time and place !

of your test and makes sure your

| physician receives your results in a
' timely manner.
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THE TY PACKAGE THAT BEATS CABLE, ' MORE CHANNELS, MOVIFS ann SPORTS! WATCH WHAT vou wanT, WHEN vou wanT,

@ GVER 158 Digital Channels [ ey En 250 Digitat Channels 2 B GVER 292 Digital Channels
- "*“f‘m”"‘;;""‘“‘s:%‘:“ S e & FREE HD DVR Upgrade” $199value & Manthly DVR Service included
pe ey e I v : o :
FRME %‘ WiIGE [ RFREMEIM THARNELS, FOR 2 WONTHS — ] FREE HD DVR Upgrade” $199 value

i —— : FE‘EE‘EE %ﬂf%@ﬁ"ﬁﬁf | 7 : 23 DREMEIM HAMHELS . F 1R 3 MERTHS e r—— .
12 Channels ?hr.nels | . ?:E"‘EEE ﬂ@m“‘P iﬁlﬂ'fmﬁE

12 Channzls ¢ Channeis

DIRECT

SATELLITE TELEVISION

HD channe! counts based un 24/7 HD channels. Womber of HD channals varles by package. HD Access fee [$i%/mo. and 10 eguipment 1equired. Tight seconds haver n gross subscriner odditians for 2008, Customier satisfaction measured among the torgest national cable & satollite TV poviders. 2009
merican Customes Satisiation Indes, University of Michigan Rusiness Schoot Locat channel eligibility based on service sddvess. Credic carg nok required in b4 & PA ¥BILL CREDIT/PROGRAMMING OFFER: Free SHOWTIME for 3 manths, avatue of $33.97. Free Starz and SHOWTIME far 3 manthis,  value of
$72. LIMIT ONE PROGRAMMING DF FER PER ACCOUNT. Featured package names and prices: CHOICE $55.99/ma CHOICE XTRA $60.5%mo : PLUS NVR §45.9%/ma. Upon DIRECTY System achivation, customer will recelve redemption instructioas [included in customer's first DIRECTY bill, a separate
mailirg, o, in the state af Hewr York, from retatler] and must camplywith the terras of the insirictitns. in trer bo receive Rtk §26 credit, cusTamer must submit rebate farm naline, repister acemunt an directy.cani and cansent ko emats priar 1o rebate redamption. Onling redemption regires
valid email address. Rebate Yegins 6B weeks after receiptof 1obate form onting or B to 17 wecks by mafl. Timing of promationat price depends on sedomption dale. Accountmust be in “yoot standing,” as deterined by DIRECTY in fts sale discrefion, ta remain eligile. AIRECTY not responsible for lata,
ast, illegible, mutitated, incomplete, mistirected or postage-due mal. IF BY THE END OF PROMOTIONAL PRICE PERIOD(S] CUSTOMER DOES NOT CONTACY DIRECTY TO CHANGE SERVICE THEN ALL SERVICES WILL AUTOMATICALLY CONTIHUE AT TRE THEN-PREVAILING RATES INCLLDING THE
$5.00/M0. LEASE TEE FOR THE ZND AND EACH ADDITIDHAL RECEIVER. DIREGTY System hos 2 feoture which restricts sccess to chamasts. In £ertain marksta, pragramming/pricing may vary. <5100 ViSA PREFAIT CARD GFFER: Mew custamens nuly. Viith activation of th CHOICE Package ar higher
Cestomer must enrol In Auto Bill Pay pragram at the time of piinchese. $100 Visa prepaid card will be in the forinof 2 DIRECTY Visa v Propeid Eard milod to active DIRECTV account. DIRECTY Visa Prepaid Cards are issued by MateBank™ pursuant lo a tieense from Visa US.A. [nc, This cand does not have
cash ace Ye Used al any meschants that accepl Visa debit cards. Card valid Yrough expiration dato shown on froat of card, Musk maintain QIRECTY service and enraibment i Auta Bl Pay pragras fos & minimum of 68 doys with no past dus batonce. Yisa prepuid card wilt by maileg within 30 days
from activation date. "Addiional $100 Visa Gift Gard affeted to qualifiying custorners who sign us for DIRECTY lhrough inTech Media Servicas, LG In partnership wilh My ATA Benefits-and is not efigfble for amy addiional offers. Gifl zards will be issued to active DIRECTY account after 90 days of
sarvice with no pi;sldu[e Eizlea[;]ne Gifl cards are not refundable for cash **ISTANT RERATE: Advanced equipment instant rebate sequires activation of the CHUICE XTRA Package or abive; Jadewioi d; or any qualifying international services bundle, which shall include the PREFERRED CHOITE
JgiAmni
rsﬁJUirrfu‘.ﬁegﬁ?leﬁgtzlﬁ,\'H ‘aad K5 DVA lease: HD Agcess for [§10.00/ma.) requiced for HDandH BYR lease LIMITOME ADVANCED EQULPMENT REBATE PER ACCOUNT. IHSTALLATIBN: Standard professional instalkation only. Customi ingtallation extra. SYSTEM LEASE: Purchase of 2 consecutive menths

of any DIRECTY base grogramming package (§29.99/mo. or above] e qualitying intesnatianal services bundle requined. FAILURE T0 ACTIVATE ALL DIRECTY SYSTEM EQUIFMENT [N ACCORDANCE WITH THE EQUIPMENT LEASE ADDENDUM MAY RESULT 1M A CRARGE OF $150 PER RECEWER NOF
ACTIVATED. IFYOU FATLTO MAFHTAIN YOUR PROGRAMMING, BIRECTY MAY CHARGE A PRORATED FEE OF $480. RECEIVERS ARE AT ALL TIMES PROPERTY OF DIRECTV AND MUST BE RETURNED UPON CARCELLATION OF SERVICE OR ADDITIONAL FEES MAY APPLY. VISIT directv.com QR CALL
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lub Members save 10%

]

*on Universa I‘riainia@ Resort tickets and vacation ﬂackgges

AND
Enjoy special vacation offers year-round!

Take A Vacation from {he Srdinarye at Universal Orlando Resort, the

only place where you'll find the world's two most amazing theme
parks—Universal Studios®, where you can jump into the action of your
favorite movies, and Universal's Islands of Adventure®, where you'll feel the
adrenaline rush of the most innovative rides and atfractions ever creatad.

Plus you can enjoy the non-stop entertainment at Universal CityWalke, and
stay at magnificently themed on-site hotels including the liurious Port
Bay Hotel, A Loews Hotel, the exciting Hard Reck Hotel®, and the exotic Royal
Pacific Resort, A Lowes Hotel, |

Build your own Universal vacation and save 10%. Select from a variety of
hote! accommedations, theme park tickets, dining options, Onlando area
attraction passes and more!

Savmgs on tzcketsand vacatlon packages can be obtamed by lSlt!ng
www_universaifanclub.com/orlando/memberhenefiis/nationalfcmembers. him

ofing
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AmeriCare Health

Because Health Matters, Because Saving Matters

2010 Open Enroliment Information

Standard, Premier, Elite & National Choice Plans

All levels of benefit are provided via your Association Membership.

By becoming a member of our association, you become eligible for medical
coverage including Limited Medical Plans, Per Occurrence Plaris and Major
Medical Plans. Please see the description of benefits to see which level of benefit
is best suited for your needs.

- HIPAA

COMPLIANT



A Fax this page along with the

- Am eriCa re H ea Ith enroliment form back to:

- Because Health Matters, Because Saving Matters A (904) 395-9043

Dear Sir or Madam,

Thank you for choosing AmeriCare Health along with ATA to serve your health care needs.

Sincerely,

Forn L g

Ben Logan ' ‘
AmeriCare Health
In association with ATA and SDS -

- NEW MEMBER REFERRAL
Promotion Code: 090h20ATAY

Referred By:
New Member Name:
Desired Effactive Date:

Daytime Phone Number:

PLEASE FAX THIS PAGE ALONG WITH THE COMPLETED ENROLLMENT FORM TO:

(904) 395-9043




AmeriCare Hea'lth

Because Health Matters, Because Saving Matters

COMPANY INFORMATION

Enrollment Form - 11210AC

Company Name

Company Phone Number

PRIMARY MEMBER INFORMATION

First Name, Middle Initial, Last Name Date of Birth | | Male
[_] Female
Street Address Social Security # (Optional) [ ISingle
: [ ] Married
City, State, Zip Code Height Weight
Home Phone Work Phone Email Address
*
ADDITIONAL FAMILY MEMBERS
Relationship | First Name MI Last Name Date of Birth Social Sec # Gender
' LI Male
Spouse [ | Female
Child 1 L Male
_ L. Fernale
Child 2 ... Mate
|| Female
. Male
Child 3 =
! [] Female
Child 4 — Male
|| Female
Do Male
Child
lld'> [ ] Female
PLAN TYPE- Price Includes Association Membership On All Plan Types ) - Total Monthly
! Indiv $55.79 RXN/A | [ | Dental+ (Incl.) | [ | CI Upgrade ($ $
{1 Basic | ICouple | $57.20 RXN/A | [ ] Dental+ (Incl.) I[ | CI Upgrade (§ $
(Association Only) | | ! Family | $64.99 RXN/A 1| |Dental+ (Ind.) | [ ] CI Upgrade ($ $
[ Indiv_ | $209 | [ ]RX{($15) | []Dental+ (515) | (] CI Upgrade (5 $
[7] standard || Couple | $299 | [ JRX($25) | |Dental+ ($25) | []CI Upgrade ($ $
{Umited Medical) | | | Family ) $379 RX {§35) Dental+ ($35) | [ ] CI Upgrade ($ 4
[_] indiv $305 | LIRX($15) | [ |Dental+ ($15) |[ | CI Upgrade ($ $
[ Premier 80/20 | Couple |$424 | { IRX($25) |[ |Dental+ ($25) L_i CI Upgrade ($ $
(Per Cecurrence) t | Family | $515 [ i | RX($35) Dental+ ($35) || | CI Upgrade ($ %
] Indiv $354 | | | RX($15) || | Dental+ ($15) |{ | CI Upgrade ($ $
[ ] Blite 90/10 [ | Couple | $469 | [ | RX ($25) | [ iDental+ ($25) |[ | CI Upgrade ($ $
(Per Occurrence) | | | Family $589 | | I RX{$35) || | Dental+ ($35): | [ | CI Upgrade ($ $
L Individual $399/Month RX Included — See Summary | $ '
[] National Choice L_| Couple $699/Month RX Included ~ See Summary | $
(Major Medical) | | Family $899/Month RX Included — See Summary | §
' : One Time Enrollment Fee:  §
Total Inital: §

Representative Name:
Form Continugs On Next Page




—

HEALTH QUESTIONS , |
1) Do you currently have insurance? L_| No — List Previous Company:
Yes — List Current Company:

[ 2} Do you currently smoke? No
Yes

L]
| 3} Do you have any scheduled surgerfies? ] ] No
S [ ] Yes — Please Explain:

4) Have you or any of your immediate [ ] No
family members been diagnosad with a __] Yes — Piease Explain:
terminal illness?

ADDITIONAL NOTES/EXPLANATIONS ' o

PLEASE LIST PRE-EXISTING CONDITIONS/PRESCRIPTIONS

By Signing Below You Agree To The Following:
T have read and confirm that the above information Is true and accurate, Upon approval and by providing my payment Information, I herehy authorize
my account to be debited in the amount indicated above plus any selected upgrades (prescription, critical liness, etc) on a manthly basis plus & one-

time enrollment fee of $75.00 for the Basic/National Choice Plans or $125.00 for the Standard, Premier, or Eiite Plans for the first manth only, 1
understand that the enroliment fee is non-refundable (except In those states where jurisdiction mandates atherwise). . -

Signed: Date:

A ' Page 2 of 2




. AmeriCare Health
I Because Health Matters, Because Saving Matters . 7

ATTENTION:
All ATA Members without CRITICAL ILLNESS Coverage.

_ Many of our members-already enjoy the peace of mind that comes with $25,000 of additional Crizical Hliness
coverage. For those of you who don’t currently have this benefit rider on your plans, you may be pleasantly surprised at
how affordable it actually is. As long as you don't have an outstanding Critical Tliness claim such as cancer, heart attack,

or major organ failure, then you can easily qualify for this inexpensive and valuable benefit. It is important to protect
yourself and your family today.

Please see the current rates outlined below and call us with any questions abqut upgrading your plan toddy.
Call us at:
(877) 595-4320

Monday - Friday
10am to 6pm EST

Non Tobacco | Non Tobacco Tobacco Tobacco
Ages 18-49 Ages 50-64 Ages 18-4% Ages 50-64
Individual $24 $39- $34 572
“Couple $34 $47 $44 $87
Family $a2 | sz 1 [ @ $132

Rem_ember, this benefit is paid at 100% to the benefit maximum for the fo[[owiﬁ_cj:
- Life Threateniﬁg Cancer
« Heart Attack
s Stroke
« Major Organ Transplant

» Coronary Artery Bypass Surgery*

*This procedure is one of the most commen and costly procedures in the United States currently. The average cost of
a Coronary Artery Bypass Surgery as of 2008 is between $15,000 and $20,000.




American (‘\Q\U;zde,ﬁ\ssociaﬁon

Welcome To the American Trade Association

Thank you for choosing the ATA as your Association. We are

pleased to offer you as a member of the Association, our health
benefits. We know you have many choices when looking ;
for the right type of benefits and services for you and your family,

and we appreciate the trust that you have placed in us.

Association Benefits

This welcome kit is designed to acquaint you with the services and
benefits offered to you as a member of the American Irade Association.
As a member, you are eligible to take advantage of any of the ancillary
benefits offered through your Association.

- Keep in mind that the Association offers you several ways to understand
your benefits and how they work for you and your family. First, in-
cluded in this Welcome Kit you will find information regarding the
health benefits plan that you have chosen. If you have any questions about the
benefits, or how to make them best work for you, please feel free to con-
tact our customer service center and speak to one of our knowledgeable
staff members. Our Customer Service Staff are all trained professionals
and are available from 8:00 AM central time until 5:00 Central time
Monday through Thursday and 8:00 until 3:00 PM on F ridays. Emer-
gency admissions are always approved and handled for verification pur-
poses on the following work day.

1-800-591-6764
ATA Customer Service

Again, please know we appreciate your confidence in the ATA

and look forward to a long and mutually beneficial relationship. Our
goal is not just to meet your expectations, but to exceed them. Because
your approval is on the line.



ATA
HEALTH PLANS

FREQUENTLY ASKED QUESTIONS

1. Is the coverage guarantee issued? - You must be an eligible member of the Association to have the plan
‘guaranteed issue for your group or business. To be eligible for Association membership you must be eligible to
work (Not receiving disability benefits) at the time the policy is issued and you must be an Employer, Employee,
Independent Contractor or self-employed and under the age of 63. .

2. Arethere pre-existing clauses or wait times for benefits? - This varies by plan. With the limited benefit mini-
medical plans as long as you are an eligible member of the Association the plan is issued with no pre-existing
exclusionary periods. The only exception is there is a thirty day waiting period for the Critical Tlness benefit
affered as part of the Premier 1000 plan.” All other benefits are availeble immediately after the effective date of
coverage. The Per-Occurrence plans are guarantee issue as long as you are an eligible member of the Association
but carry a 12 month pre-existing condition limitation mmless you have current creditable coverage and then
depending on the time you have been covered the pre-existing can be waived. Check the Plan benefit information
page for the exact terms and conditions. ‘

3. Who is eligible for the plan? You must be at work on the day the plar becomes effective. 'You must either be
an independent contractor, a business owner or work for a business as a full or part-time employee or contractor.
You must be a member of the American Trade Association. You must not be disabled or unable to work due to
health conditions at the fime the plan goes into effect.

4. Does the plan cover me on the job?. You are coverad for any sickness, illness or accident that is NOT job
related. No on the job injury or sickness is covered under the benefits of this plan.

5. DoIhave to go to a particular doctor or provider? No, you are free to go to any doctor or provider of your
choice. To locate a provider, simply click on our site, www.myatabenefits,com, and follow the instructions to
locate a provider in your area. You are not required to use network providers or hospitals but if you do use

providers and hospitals that are members of this network any discounts for services will e passed on to you which
will allow the indemmnity benefit paid by the plan to go firther in paying your medical expenses.

6. When is the effective date? Effective dates are either the 1st of the month or the 15® of the month, If we

receive your application and first month's dues or your Company sends in an electroitic enrollment form and dues

prior to the 25th of the month your effective date will be the 1st of the next month. If recejved after the 25th and

before the 10 of the nex: month your effective date could be the 15th of the month if desired. Any exceptions must
- be approved by Home Office prior to receipt of the applications.

ATA CUSTOMER SERVICE
1-800-591-6764




-Administrative Office
American Trade Association, inc.
4676 Highway 41 North
Springfield, TN. 37172
1-800-591-6764

Dgar Member:

Thank you for choosing to becoms of a:member. of thé American Trade Association.and deciding to use our medical
benefitt product,, The best way we know to say thank you is to provide yeu with world class customer service and

The details in this letter and the documents included in this packet are very important pisces of information. We
recommend you put them in a safe place so that you can refer to them whenever necessary. Included in this packef

Included in this packet are the following items and information:

Your medical indemnity Identifications Cards

Notice of Privacy Policy

Your Certificate of Medical Benefits

As well as important informatfon regarding the Association and its benefits included in your plan choice.

Your Certificate of medical benefits includes the details of the level of benefit you have purchased. Please review it
and if you have any questions now or in the future please contact customer service at the above number directly.

Use your Medical Indermnity Plan 1D cards whenever you incur a claim. The information on it will help you and your
provider understands the gsneraf coverages and will assist in filing a claim. -

We will send you a copy of the explanation of benefits we send to your provider when we process one of your claims. .
It will help you understand how your benefits were paid and if there is a batance due the provider. This balance will
be your responsibility to pay. ’

Information and records submitted for this coverage and any information recaived by SDS, LLC from your providers
will be kept in complete confidence and privacy in compliance with all HIPAA Regulations.

If you ever have a question regarding your coverags or want to check on the status of a ¢laim you have submitted,
call ATA at 1-800-591-6764. You will be connected with 2 member of cur Customer Care Team who will be able to
answer your questions.

We hope you find this information usafut and we appreciate your business. Wea promise to do everything possibie to
demonstrate that. If you have any guestions, please give us a call and [ef us help. ~

Thank you,

You're ATA Customer Care Team



NOTICE OF PRIVACY POLICY

Information Only — No Response Necessary

Protecting your privacy is important to us. We want you {0 understand what information we collect and how we use it.
We collect and use “nonpublic personal information” in order to provide our customers with a broad range of financial
products and services as effectively as possible. We freat nonpublic information in accordance with our Privacy
Policy.

What Information We Collect and From Whom we collect it
We may collect nonpublic information about you from the following sources:

*  Information we receive from you on applications or other forms;
« Information about your transactions with us, our affiliates, or others; and
+  Information we receive from nonaffiliated third parties, including consumer reporting agencies.

“Nonpublic information personal information® is nonpublic information about you that we obtain in connection with
providing a financial product or service to you.. )

What [nfonnati_on we Disclose and to whom we disclose itw

We do not disclose any nonpublic information about you {o sither our “affiliates” or non-affifiates without your express
consent, except as permitied by law. We may disciose the nonpublic personal information we collect, as described
above, to persons or companies that perform services on our behalf and to other financial institutions with which we
have joint marketing agreements.

Our “affiliates” are companies which we share common ownership and which offer life and health benefits and other
benefit products.

You're Right to Verify Accuracy of Information we collect

Keeping your information accurate and up to date is very important to us. You may access and correct nonpublic
personal information about you that we collect except for information relating ta claims or criminal or civil
proceedings. ’

Our Security Procedures

We restrict access to your nonpublic personal information and only allow disclosures to persons and companies as
permitted by law to assist In providing products and services to you. We maintain physical, electronic, and procedural
safeguards to protect your nonpublic information. Should your relationship with us end, we will maintain and only
disclose nonpublic informaticn that we have about you in accordance with this Privacy Palicy.



'I'his,-CEri;if_wi’g%;g__;;ggﬂlﬂ_ﬁg%};l}gﬁ_lz.imi;gqhQ_roup' Hospital Indemnity Benefitis=Please read it closely to be familiar with your
coverage. .

Terms important in understanding the Certificate are defined in the Definitions section or in separate Certificate
Provisions and are capitalized in this Certificate.

Important Notice - Benefits are payable as described in this Certificate for accidents or sickness that are incurred while
the Covered person is covered under the Group Master Policy (“Policy”)

The Policy under which this Certificate is issued may at any time be amended or canceled, as stated in its provisions. Such
an action may be taken without the consent of ar notice to any Covered Person. Dues are subject to periodic changes,

The benefits included under this Policy do not take the place of nor does it affect any requirements for coverage by
Workers’ Compensation or a similar type of insurance. ‘

The benefits for Dependents described in this Certificate will be applicable to each of your Dependents only if you area *
covered member and you have zpplied for coverage for each of your dependents. Such applications must be approved by
Us, and the required dues paid for each dependent ‘

*

Policyholder: American Trade Assaciation, Inc.

Governing Jurisdiction: Indiana

Policy Number: ATA51111

Signed for the Company at Our Horme Office to take effect on the Certificate Effective Date.

CERTIFICATE FOR LIMITED GROUP HOSPITAL INDEMNITY BENEFITS

LIMITED BENEFIT - READ YOUR CERTICATE CAREFULLY
NONPARTICIPATING - NO ANNUAL DIVIDENDS

Administrative Office:
ATA Administrators
4676 Highway 41 North
Springfield, TN 37172
Customer Service: 1-800-591-6764
Facsimile: 1-615-382-9594



TABLE OF CONTENTS

CERTIFICATE SECTIONS
SCHEDULE OF BENEFITS
DEFINITIONS

ELIGIBILITY AND EFFECTIVE DATE
BENEFIT PROVISIONS
EXCLUSIONS AND LIMITATIONS
DUES

TERMINATION OF COVERAGE
CLAIMS PROVISION

GENERAL PROVSIONS

10




SCHEDULE OF BENEFITS

BENEFIT COVERAGE

PER COVERED PERSON

DAILY IN-HOSPITAL INDEMNITY AMOUNT
BENEFIT AMOUNT PER DAY:
MAXIMUM OF 30 DAYS PER CONFINEMENT

DAHLY INDEMINITY BENEFIT FOR CONFINEMENT
IN AN INTENSIVE CARE OR CRITICAL CARE
IN-PATIENT ROOM

BENEFIT AMOUNT PER DAY:

MAXIMUM OF 30 DAYS PER YEAR PER MEMBER

IN-HOSPITAL & IN-PATIENT ADDITIONAL
HOSPITAL INDEMNITY BENEFIT -

PER ADMISSION PER MEMBER:

MAXIMUM VISITS PER YEAR PER MEMBER:

SURGICAL AND ANESTHESIA INDEMINTY RENEFIT
BENEFIT FOR SURGERY PER SURGICAL VISIT AS
LISTED IN THE TABLE OF SURGICAL INDEMNITY
BENEFIT SCHEDULE:

BENEFIT FOR ANESTHESIA PER SURGICAL VISIT

OUTPATIENT PHYSICIAN OFFICE VISIT INDEMNITY
BENEFIT - $25 CO-PAY -

BENEFIT AMOUNT PER OFFICE VISIT:

MAXIMUM NUMBER OF OFFICE VISITS PER YEAR
PER MEMBER:

OUTPATIENT INJECTIONS BENEFIT - MUST BE
PERFORMED IN PHYSICIANS OFFICE - $25 CO-PAY
PER VISIT

BENEFIT AMOUNT PER VISIT

MAXIMUM NUMBER OF VISITS PER YEAR PER MEMBER

OFF-THE-JOB ACCIDENT INJURY BENEFIT
MAXIMUM BENEFIT:
MAXIMUM NUMBER PER YEAR PER MEMBER:

OUTPATIENT DIAGNOSTIC X-RAY & LAB IN DEMNITY
BENEFIT :
BENEFIT AMOUNT PER VISIT PER MEMBER:
CALENDAR YEAR MAXIMUM V:SITS PER MEMBER:

3a

$500

$500

$500

$1,000 SCHEDULE
EQUAL TO 20% OF
SURGICAL BENEFIT AMOUNT

$50

6
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EMERGENCY ROOM SICKNESS BENEFIT INDEMNITY

BENEFIT

BENEFIT AMOUNT PAID OER ER VISIT FOR SICKNESS

OR ILLNESS: $50
MAXIMUM NUMBER OF VISITS PER YEAR: 2

WELLNESS INDEMNITY BENEFIT

BENEFIT AMOUNT PER VISIT PER MEMBER: “$50
MAXIMUM CALENDAR YEAR VISITS PER MEMBER: 1
WELL CHILD VISITS - 4 VISITS PER YEAR PER CHILD

FROM 0 MONTHS TO 12 MONTHS

WELL CHILD VISITS ~ 2 VISITS PER YEAR PER CHILD

FROM 12 MONTHS TO 24 MONTHS

DAILY IN-PATIENT DRUG & ALCOHOL INDEMNITY

BENEFIT :
BENEFIT PER DAY OF CONFINEMENT IF MEMBER $300

IS CONFINED IN A REHABILITATION FACILITY

FOR SUBSTANCE ABUSE o

ANNUAL MAXIMUM BENEFIT: _ $10,000

LIFETIME MAXIMUM OF $30,000

DAILY IN-PATIENT MENTAL & NERVOUS INDEMNITY

BENEFIT .

BENEFIT PER DAY OF CONFINEMENT {F MEMBER: 3300

iS CONFINED IN A REHABILITATION FACILITY

FOR MENTAL OR NERVOUS DISORDERS

ANNUAL MAXIMUM BENEFIT: $10,000
LIFETIME MAXIMUM OF $30,000

EXPRESS SCRIPTS RX CARD BENEFIT

Co-Pay prescription card - AWP less 12%-16% discount

Then a 50% copay per prescription up te an annual

Benefit per member of $500 then an Express Scripts

Discount plan beyond there - no pre-existing exclusions “$500

GROUP TERM LIFE POLICY WITH ACCIﬁENTAL
DEATH AND DISMEMBERMENT RIDER ATTACHED

PRIMARY MEMBER BENEFIT: $5,000
SPOUSE: $2,500
CHILD(REN) ~ NOT COVERED FOR AD&D BENEFIT $2,500

3b
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DEFINITIONS

The defined terms below are subject to the provisions of the Policy and of this Certificate:

Accident or Accidental Injury: a sudden, unexpected and unintended injury:
*  This is independent of any Sickness; and
*  Thatis caused by or the result of external means; and
»  That takes place while the Covered person’s coverage is in force.

Active Service: You are: _
*  Performing in the usual manrer all of the regular duties of Your occupation on a scheduled work day; or are able
to perform your normal wark schedule if currently not employed; and

You are said to be in Active Service on a day which is not a scheduled work day only if You would be able to perform in the
usual manner all of the regular duties of Your occupation if it were a scheduled work day,

Amendment, Endorsexment or Rider: Any form issued by Us which adds, modifies, changes or deletes any Policy or
Certificate provisions or benefits,

Application or Enrollment Form: The form cromp'leted and signed to apply for the health benefit coverage.
Calendar year or Year: The period from January 1 through December 31 of the Same year.
Certificate: The document that describes your hospital indemnity benefits coverage.

Child: A child of Yours who is unmarried; under the age of 19; deperdent upon you for more than 50% of kis/her
support and maintenance; who lives with You; and is:
*  Anpatural Child; or ‘
*  Alegally adopted Child or a Child who has been placed for adoption with you; or
. * Astepchild or foster Child;or
*  Achild for whom You have heen appointed fegal guardjan; or
*  AChild not living with You, but for whom you are legally required to provide support.

“Child” also inclndes a Child who meets the criteria described above, but who is age 19 or older, if the Child is:

*  Afull-time student at an accredited educational institution, college, university, vocational institutior, trade
school, or secondary institution, and is under the age of 24; or

*  Becomesincapahle of self-support because of mental retardation or physical impairment while covered and
prior to reaching the iimiting age of a Child, The child must be dependent on You for support and maintenance,
We must receive proof of incapacity within 31 days after coverage would otherwise terminate. Then, coverage
will centinue for as long as Your benefits stay in force and the Child remains Incapacitated. Additional proof may
be required from time to time, but no more often than ance a year after the Child attains the age of 24.

- The term “Child” does not include a child who engages in any employment or business for compensation, profit or gain far
30 or more hours per week, unless such child is a full-time student as described ahove.

Confinement or Confined: That period of time the Covered Person is admitted into a medical facility on an inpatient
basis in excess of 23 hours. Confinement does not include that period of dme during which a Covered personisina
Hospital emergency room, an observation room, or a freestanding surgical facility or cutpatient facility. Successive
Confinements separated hy 30 days or less will be considered as one Confinement.

Covered Person: Any orall of the following: You, You're Spouse or Your Children, who has been accepted by Us for
coverage. ' ‘



Critical lllness: Any of the following conditions:

L

Cancer - A disease which is identified by the presence of a malignant tumor characterized by uncontrolled
growth and spread of malignant cells, and the invasion of normal tissue. -Cancer must be positively identified
and diagnosed with histopathological conformation. Leukemia and Hodgkin's disease (excépt stage 1 Hodgkin's
disease] will be considered Cancer. ’
Cancer does not include .

o  Pre-Malignant conditions or conditions with malignant potential; ‘

©  Prostatic cancers which are histologically described as TNM Classification T1 {including T1 (@) orTl

{b), or of other equivalent or lesser classifications).

Skin Cancer - Basel cell epithelioma or squamous cell carcinoma. Skin cancer does notinclude malignant
melanoma or mycosis fungoides. '

Carcinoma in sita ~ Cancer that is diagnosed with histopathological confirmation and confined to the site of the
origin without having invaded neighboring tissue. :

Heart Attack [the death (infarctien) of a pertion of heart muscle as a result of inadequate blood supply. The
diagnosis must be based on all of the following criteria:

o  a) Associated new electrocardiographic (EKG) ch’a’nges consistent with Injury;

o b) Elevation of Cardiac enzymes; and

o ¢) Confirmatory imaging studies such as thallium scans, MUGA scans or stress echocardiograms.

Stroke - A cerebrovascular event resulting in permanent neurological damage, including infarction, hemorrhage
or embolizations of brain tissue from an extracranial source. The diagnosis must be based on:

s  Documented neurological deficits; and '

*  Confirmatory neuron-imaging studies

Stoke does notinclude cerebral symptoms due to:

»  Transient ischemic attack (TIA);

=  Reversible neurological deficit;

=  Migraine; - )

*  Cerebral injury resulting from trauma or hypoxia; or -

'»  Vascular disease affecting the eye, optic nerve or vestubular functions.

End Stage Renal Failure - Chronic, irreversible failure of the function of both kidneys, such that a Covered
person must undergo regular hemedialysis or peritoneal dialysis at least weekly. .
Majer Organ Transplant Surgery - A Covered person undergoing surgery as a recipient of 2 human to human
transplant of a heart, lung, kidney or pancreas.

Dependent - Your Child or Spouse as defined by the Certificate

Disability or Disabled - The inability, due to an injury or sickness to perform all of the substantial and material duties of -

your regular occupation.

For a Dependent Child or Spouse: "Disabled” means the inability to perform a majority of the normal activities of a person
of like age in good health,

Effective Date - The date coverage is in effect is shown on the Schedule of Benefits, The effective date will start at 17:01
AM at the main place of husiness of the Policyholder.

Grace Period - The period of 31 days allowed for each dues payment after the first dues are paid.

Group Master Policy or Palicy: The complete contact of benefits, which includes the Policy as issued to the Policyholder,
as well as any Certificates issued to covered members, including any Amendments, Endorsement, Riders, Applications or
Enrellment Forms signed by the Policyholder and each member.

Policyholder - The entity named on the Cover Page of the Policy

4h-



Hospital - A licensed institution that has on its premises or in facilities avatlable to the Hospital on a contractual
prearranged basis and under the supervision of 2 staff of one or more duly Licensed Physicians.

1. laboratory, X-ray eguipment and operating rooms where major surgical operations may be performed hy -
licensed Physicians. : '

2, Permanent and full-time facilities for the care of overnight resident bed patients under the supervision of 2
licensed Physician.

3. Z4-hour-a-day nursing service by graduate registered nurses; and

4. Apatient's written histary and medical records.

The term "Hospital” does not include any institution used by the Covered Person as:

A place for rehabilitation;

A place for rest, or for the aged;

A nursing or convalescent home; ,
Along term nirsing unit or geriatrics ward; or

An extended care facility for the care of convalescent, rehabilitative or ambulatory patients.

A e R

Immediate Family Member - You, Your Spouse, Child, mother, father, 2hd brother, sister or other close family member
of the Covered persomn. '

Injury or Off-the-Job fnjury - An injury which is caused by an Accident, and does not occur while in the course of any
legal or iliegal occupation, activity or employment for pay, henefit or profit

Member- The employee or member covered for these benefits and named on the Cover page of this Certificate,

Intensive Care Unit - A specially designated area of a Hospital that provides the highest level of medical care restricted
to those patients who are critically il or critically injured. It must be separate and apart from the surgical recovery room
and other rooms, wards, or beds normally used for patient confinement. it must also:
1. Be provided with constant and continuous rursing care by nurses assigned to it on a full-time basis; and
2. Beunder the full-time direction and/or supervision of either a Physician or & standing committee of the
Hospital's medical staff; and
3. Contain special life saving equipment.

Intensive Care Unit includes: Intensive cardiac and coronary care units, neonatal intensive care units, and burn intensive
care units if such units meet the conditions in this definition. This does not include any lesser treatment units, ‘

Physician ~ A licensed practitioner of the healing arts wha:
1. Performs only those services permitted by his or her license; and
2. Is notan immmediate Family member,

Pre-Existing Condition - A Sickness or physical condition for which the Covered person;
1. Had treatment;
2. Ineurred Expense;
3. Took medications; or
4. Received a Diagnosis ar advice from a Physician.
During the 12 month period Immediately before the Effective Date of the Covered Person’s coverage.

The term “Pre-existing” will alse include a condition that manifests itself in a way that would cause ag ordinary prudent
person to seek medical advice, diagnosis, care or treatment.

Schedule of Benefits or Schedule - The benefit schedule set forth in this Certificate.

Sickness - An illness or disease which first manifests itself while the Covered person’s coverage is in force and is the
direct cause of the loss.

Spouse - Your legally married Spouse named in the Application or Enrollment Form. If you are not legally married,
“Spouse” may include your commen law spouse if named in the Application or Enrallment Form and if legally recognized
in the state in which you reside.

4c




Testing Day - The day on which one or more diagnastic X-rays or laboratery tests are performed.

Waiting Perfod ~ The period of time from your date of membership that must expire before you are eligible to enroll for
coverage, as specified in the Policyholder's Application.

We, Us, or Our - The Insurer that underwrites this coverage.

You, Your, or Yours - The Covered Person.

. ELIGIBILITY AND EFFECTIVE DATE

Effective dates are shown on the Schedule of Benefits. Coverage will start on such date at 12:01 AM at the main place of
business of the Policyholder. Effective dates for all persons added to coverage after this Certificate is issued will be shown
on the Schedule of Benefits issued at the time of the addition.

Employer or Member Eligibility - To be eligible for health henefits, You must:
1. Meeteligibility requirements as selected on the Policyholder’s Application;
2. Satisfactorily answer zll eligibility arid other questions on the Application or Enroliment Form.
3. Beeligible to work Either as a business owner, independent contractor, works for a small busmess ora
member of a workers uniomn.

Employee or Member Effective Date - Your benefits will take effect on the Effective Date of the Policy 1f
1. You completed an Application or Enroliment Form on or before the effective date; and
2. Youare in Active Service; and
3. Your first dues payment is paid and received by Us.

If you are not eligible for this coverage on the Policy effective date, Your coverage wilt take effect on the first day of the
day which coincides with or next follows the date You first become eligible and are approved for coverage. Additionally,
Your first dues payment must have been received by Us, and all provisions listed in the Employee or Member Eligibility
provision above, mustbe met.

If you are disabled on what otherwise would be the effective date, Your coverage will be deferred until the first of the
month following the date you cease to be disabled.

Dependent Eligibility - If Dependent coverage is available, A Dependent will be eligihle for siicl coverage on the later of
the foliowing dates:

1. The day you become eligible for coverage; or

2. The day he/she first meets the definition of Dependent.

You may elect dependent caverage by:
1. Applying for Dependent coverage within 31 days of the date the dependent becemes eligible; and
2. Completing any required forms for payroll deduction or drafting of your account for payment

You must complete an Application for Enrollment of a Spouse or Child, and pay any required dues within 31 days of the
date Your Spouse or Child meets these eligibility criteria. If such Application is not made within that 31 day period Your
Spouse or Child will be considered a late enrollee and may be required to submit satisfactory Evidence of approved.
eligibility in order for coverage ta become effective.

Any eligible Dependent whe does not beceme a covered persen on your effective date may be added to this Certificate
subject to:

1. The Completion of an Application or Enrollment Form;

2. Satisfaction of any Evidence of eligibility requirements; and

3. Payment of any additional dues, if required.




If you and your spouse are both eligible as an employee or member, the Children may be covered as Dependents of either
You or your Speuse but not both

Dependent Effective Date - The effective date of coverage for each eligible Dependent will be on the first day of the
month that coincides with or next follows: o :
1. Ouracceptance of the Application or Enrollment Form; and
2. Our receipt of the first dues payment.

However, if on such date Your coverage has not yet taken effect, the effective date for depéndent coverage will be the
same as your effective date.

Ifa Dependent is Disabled on the date coverage (with respect to that particular Dependent) would otherwise be in effect,
the coverage for that Dependent will be deferred until the first of the month following cessation of Disability for that
Dependent. ‘
Newbarn Child Effective Date - A newborn Dependent Child wili become eligible for coverage automatically on the day
he or she is born, so long as your coverage is in force on that date. Coverage includes premature babies, congenital
defects and birth abnormalities. The Dependent newborn child’s coverage will not continue past the 31 day period
following the date of birth, unless: ' ;

1. Youhave notified Us by the end of the 31 day peried of the addition of such newhorn Child, and

2. Youhave paid any applicable additional dues.
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BENEFIT PROVISIONS

Subject to the provisions of this certificate, and any maximum benefit limitations stated on the schedule of benefits, we will pay
& benefit for a covered loss that occurs while the covered person is active under the policy, subject to extension of Benefits
Provision. Please see the Schedule of Benefits for the benefit amount details for each benefit listed below.

Daily in-Hospital Indemnity Benefit — If a Covered Person is confined in a hospital as a result of Accident or Sickness, We will
pay the benefit amount per day shown on the schedule. Each day must include an overnight stay for which a Hospital charge is
made. No benefit will be paid for any day the Covered Person Is not under the regular care and attendance of a Physician.

Surgical and Anesthesia Indemnity Benefit — If a Covered Person undergoes a surgical procedure fisted on the Table of Surgical
Indemnity Benefits Schedule (“Surgical Table”), as a result of a covered Accident or Sickness, We will pay the benefit shown on
that Surgical table. We will also pay the benefit amount, if shown on the Schedule of Benefits, for the administration of

anesthesia per surgical visit by a Physician in connection with the surgery.

If two or more procedures are performed through the same incision or aperative field, the benefit paid will be for only the
procedure that has the larger benefit if more than one procedure is perfordied, but each through a separate incision or in the
separate operative field, the amount payabie will be the specified amount for the primary procedure plus 50% of the amount

payable for all ather su rglcal procedures performed

Representative surgeries have been listed in the Surgical Table. We will pay all surgeries in accordance with that Surgical
Schedule. With respect to surgical procedures that are not listed in the Surgicai Schedule, We will pay an indemnity benefit that
is'consistent with similar procedures within the Surgical Schedule.

Outpatient Physician Officer Visit Indemnity Benefit — We will pay this benefitas shown on the Schedule for a physician office _
visit as a result of an Accident or Sickness.

| Off-the-Job Accidental Injury Benefit - We will pay benefits for the actually charges incurred for a covered Accident up to the
amount shown on the Schedule for each Covered Persan, for x-rays used to diagnose an Accidental Injury and treatment of a
covered accident by a Physician in the Physician’s officer, clinic, or urgent care facility cr Hospital emergency room. Treatment.
must be received within 72 hours of such Accident for benefits to be payable. For purpose of this benefit only, “actual charges”
‘will mean the amount actually paid by or on behalf of the Covered Perscn and accepted by a Hospital or Physician for services

provided.

Critical lllness Indemnity Benefit — The Critical Iliness Indemmnity Benefit is payahle only one time for each Coverad
Person, and will be paid in addition to any other benefit in this certificate. A Benefitis payable for any one of the
following:

Critical lImess ~ We will pay the amount shown on the Schedule for each Covered Person when he/she is first diagnosed
as having a covered Critical llness.

Skin Cancer - We will pay the amount specified on the Schedule for each Covered Person when he/she is first diagnosed
with Skin cancer. :

- ST e T

Carcinoma In Situ - We will pay the amount specified on the Schedule for each Covered Person when he/she is first
diagnosed as having Carcinoma In Situ.

EMERGENCY ROOM SICKNESS BENEFIT INDEMNITY BENEFIT - We will pay the benefit amount specified on the
Schedule for Emergency room sickness or illness up to the number of visits shown as the maximum annual benefit

DAIJLY IN-PATIENT DRUG & ALCOHCGL INDEMNITY BENEFIT - We will pay the maximum daily benefit listed in the
schedule of benefits for a member who is adizitted into a rehabilitation facility for the treatmment of drug and alcohol
abuse up to the maximum of §10,000 per year benefit and $30,000 lifetime benefit. The member must be under the care
of 2 licensed physician
‘ ga



BENEFIT PROVISIONS (Continued)

DAILY IN-PATIENT MENTAL & NERVOUS INDEMNITY BENEFIT ~ We will pay the maximum daily benefit listed in the
schedule of benefits for a member who is admitted into a rehabilitation facility for the treatment of mental and nervous
disorders up to the maximum of $10,000 per year benefit and $30,000 lifetime benefit. The member must be under the
care of a licensed physician

Subsequent Critical Illness Indemnity Benefit - We will pay this benefit, in the amount specified on the Schedule of
Benefits, when a Covered Person is first dizgnosed as having a subsequent and separate covered Critical Illness. The
subsequent Critical iness must be a Critical lilness that is defined in a separate category of conditions than the first
covered Critical [liness; the subsequent and separate covered Critical iness must first manifest itself, and be dizgnosed
more than 60 days after the first covered Critical lliness is initally diagnosed. This subsequent Critical lllness benefit is
payable only one time for each Covered Person, and will be paid in addiction to any other benefit in this Certificate. This
‘suhsequent Critical liness Benefit is not payable for Carcinoma In Situ or Skin Cancer. ‘

Wellness Indemnity Benefit - We will pay this benefit as shown on the Schedule for each Covered Person who has
undergone the following: physical examinations, manunograms, Pap smears, immunizations, flexible sigmoidoscopy,
prostate-specific antigen tests and blood screenings. Services must be under the supervision of or recommended by a
Physician, and a charge must be incurred. :

Intensive Care Indemnity Benefit - If a Covered Person is confined in an Intensive Care Unit &s a result of Accident or
Sickness, We will pay the benefit amount per day skown on the Schedule. Each day must include an overnight stay for
which a Hospital éharge Is made. No benefit will paid for any day the Covered Persen is not under the regular care and
attendance of a Physician,

Physical Exarninations and Autopsy - We have the right to have a Covered Person examined by a Physician of Qur
choice as often as reasonably necessary while a claim is pending. We will pay for such examination. In case of death, we
may request an autopsy where it is not forbidden by law.

Proof of Loss — Satisfactory written Proof of Loss must be gi\}en to Us at Our Administrative Office. In case of z claim far loss for
which a period payment is provided contingent upon continuing loss, each satisfactory written Proof of Lass must be sent
within 90 days after the termination of the period for which we are liable. For any other loss, proof must be sent within 90 days

after the date of said foss. Satisfactory written proof of loss includes but is not [imitad ta: itemized Physician ‘of Hospital bills, =~

and, with regard to Critical lliness benefits, the initia) pathology report diagnosing a Critical lliness.
Failure to furnish such proof within such time will not invalidate nor reduce any claim if it was not reasonably possibie to
furnish such procf and that it was furnished as soon as it was reasonably possibie. In any event, the proof reguired must be

given no later than cne year from the date of Ioss, unless the claimant was tegally incapacitated.

Time of Payment of Claims — benefits for 2 covered loss will be paid after We receive satisfactory written Proof of Loss.
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EXCLUSIONS AND LIMITATIONS

With respect to all the benefits provided under this Certificate, no benefits will be payable as the result of:

LS

o w

o N

“10.

11,

12,

13.
14.

15.

16,

17.
18.
19.
20.
21.
22.

23.

Suicide or any attempt thereof, while sane or insane;
Any Intentional self-inflicted Injury or Sickness;
Rest care or rehabilitative care and treatment (unless provided as a benefit on the Schedule of Benefits);
Immunization shots and routine examinations such as: physical examinations, mammograms, Pap smears,
immunizations, flexible sigmoidoscopy, prostate-specific antigen tests and blood screenings (unless the
Wellness Indemnity Benefit is shown the Scheduie of Benefits);
Routine newborn care (unless covered under the Wellness Indemnity Benefit on the Schedule of Benefits);
The treatment of: ,

a. Mental illness, functional or organic nervous disorder, regardless of cause { unless the Daily In-Patient

~ Mental and Nervous Benefit is shown the Schedule of Benefits):
b.  Alcohol abuse or drug use, unless such drugs were taken on the advice of a Physician and taken as
prescribed (unless the Daily In-Patient Drug and Alcchol Benefit is shown the Schedule of Benefits);

Participating in a riet, civil commotion, civil disobedience, or unlawful assernbly;
Committing, attempting to commit, or taking part in a felony or assault, or engaging in an illegal occupation;
Participation in:

a. Anorganized contest of speed;

" b. Parachuting;

¢. Parasailing

d. Bungee Jumping; or

e. Hang Gliding;
Air travel, except:

a  Asafare-paying passenger on a commercial airline on a regularly scheduled route; or.

b. Asapassenger for transportation only and not as a pilot or crew member;
Any accident caused by the pariicipation in any activity or event, including the operation of a vehicle, while
under the influence of a controlied substance {unless administered by a Physician or taken according to the
Physician's instructions) or while intoxicated {intoxicated means that condition as defined by the law of the
jurisdiction in which the Accident occurred);
Any procedure or treatment to change physical characteristics to those of the opposite sex and other treatment
related to sex change; ‘
The reversal of a tubal ligation or vasectomy;
Artificial insemination, in vitro fertilization, and test tube fertilization, including an relate testing, medications or
Physician's services, unless required by law;
Any loss incurred while on active duty status in the armed forces (if Youn notlfy us of such active duty, we will
refund any premiums paid for any period for which no coverage is provided as result of this exception.);
Accident or Sickness arising out of and in the course of any eccupation for compensation, wage or profit OR
expenses which are payable under Occupational Disease Law or similar law, whether or not application for such
benefits has been made;
Air or ground ambulance trensportation (unless the Ambulance Benefit is shown on the Schedule);

Routine eye examinations or fitting of eye glasses;

Hearing aids or fitting of hearing aids;

Dental examinations or dental care other than expenses resulting from an Acc:1dent

Care or treatment of an Accident or Sickness not specifically provided for in this plan;

With respect to the Off-the-Job Accidental Injury Benefit only, charges that the Covered Person is not legally
required to pay, or charges which would not have been made i this coverage had not existed; or

Treatment of an Accident or Sickness made necessary by or arising from war, declare or undeclared, or any act

‘of war.




DUES

All dues are payable on or before the date they are due. You must pay any required contribution to the Policyholder.

We have the right to change the dues rates on any dues due in accordance with the terms of the Policy. If the rates are

changed, We will give atleast a 31-day advance written notice to the Policyholder. If an increase takes place on a day

other than-a due’s due date, a pro rata due for the increase will be due on the next due’s due date. The pro rata dues will

be for the period from the date of the increase to the next dues due date. If such dues are not paid when due the coverage
- will automatically be terminated as of the date the pro rate dues'was due. Any partial payment of dues will be refunded.

If the dues increase because a change in benefits increase Our liability, dues rates may be changed on the date that Qur
liability is increased, without regard to any dues rate guarantee. '

TERMINATION OF HEALTH BENEFITS

Your health benefits will eease on the earliest of:

1. The last day of the payroll deduction period during which You can cease to be ehg:ble for coverage;
2. The end of the last period for which dues payment has been made to Us;
3. The date the policy terminates; or
4. The last day of the payroll deduction period during which You terminate employment
5.
The health benefits on a Dependent will cease on the earliest of:

The date Your coverage terminates;

- The end of the last period for which dues payment hias been made to Us;
The date of the Dependent no longer meets the definition of Dependent; or
The date the Policy is modified so as to exclude Dependent coverage.

e b

We will have the'right to terminate the coverage of any Covered Person who submits a fraudulent claim ander the Folicy.

Extension of Benefits - Whenever termination of coverage under this section occurs due to the termination of Your
employment or membership such termination will he without prejudice to:

1. Any Hospital Confinement which commenced while coverage was in force, with respect to Daily In-Hospital
Indemmnity Benefits; or

Z.  Any covered treatment or service for whxch benefits would be promded and which commenced while coverage
was in force; provided, however, that the Covered Person is and continues to be Hospital Confine or Disabled.

Such Extension of Benefits will continue for up to the earlier of:

1. 30days;or
2. The date on which the Covered Person is no longer disabled.



CLAIMS PROVISIONS

Claim Forms - Claims forms should be used for filing Proof of Loss. We will send such form to claimant within 15 days of
receipt of notice of claim. If we fail to supply the proper claim forms within 15 days, You can give proof in writing, setting
for the nature and extent of loss within the time stated in the Proof of Loss Pravision.

Claims Procedure - Due Proof of Loss must be submitted to us at our administrative Office. You or a persconal
representative may obtain a claim form by calling Our tofl-fre¢ telephone number listed on the Cover Page.

Notice of Claim - Written notice of claim must be given to Us at Our Admizistrative Officer, or to Our agent. Such notice - i
should be made within 30 days after any loss covered by the Policy, If it is not reasonably possible to give notice withfn ) T
that time, the claim may not be denied or reduced due to delay. ’

Payment of Benefits - Benefits may be assigned to the provider(s) of,such benefits. Gtherwise, provided you send us
proof of payment to the providers all benefits payable under the Policy will be paid to You. Accrued benefits that are not
paid at Your death will be paid to Your estate. We may pay up to $1,000.00 of such benefit to one of Your relatives at Our
discretion. Such payment fully discharges Us to the extent of the payment.




GENERAL PROVISIONS

Changés to this Certificate - Only Our President, Vice-President, Secretary or an Assistant Secretary may make any
changes to this Certificate and then only in writing. No agent or Policyholder has authority to change the Policy of this
Certificate or to waive any of its provisions. Any changes are suzbject to the laws of the governing jurisdiction.

Entire Contract - The entire Contract consists of the Policy, the Certificate, any attached Amendmehts, Endorsements, or
Riders, the Policyholder’s Application, Your Applicztions and any Enroliment forms.

Grace period - A grace period of 31 days will be allowed for each dues payment after the first dues are paid. Coverage
will stay in force during this period. The coverage under the Policy and/or Certificate will terminate at the end of the
Grace Period if the premium has not been paid. You must still pay all unpaid dues. This includes the dues due for the
Grace Period. : i

If coverage is canceled on a dues due date and the dues have been paid through that date, the Grace period will not apply.
If coverage is canceled during the Grace Period, you will be liable for any unpaid dues including the pro rata premium fot
that part of the Grace Period which coverage was in force. Benefits may be reduced by the amount of any due, but unpaid
premium.”
#*

Legal Action - No legal action may be brought to recover under the Policy and or Certificate:

1. Within 60 days after proof of Loss has been furnished as required; or

2. Maore than three years from the time written Proof of Loss is required to be furnished.

Misstatement of Age - If the covered person’s age has been misstated, the covered persans true age will be used to
adjust the dues or adjust the benefits paid. :

No Dividends Payable - This Certificate does not participate in the profits or surplus earnings of Our Company.

Right to Contest - We will not use any statement, except fraudulent staternents, to void or reduce henefits after this
Certificate has been in force during your lifetime for two years from the effective date of coverage. Any such statement
waould have to be in a signed form, This alse applies to all riders. Any increase in benefit amounts would be subjecttoa
new two year contestable period for the increased amouns only. '

All statements made are considered representations and not warranties. No such statement will be used in any contest,
anless a copy of such statement has been furnished to you.

When Notice is Given to Us - Any notice to You will be sent to your last known address.
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IMPORTANT INFORMATION TO POLICYHOLDERS

In the event you need to contact anyone about this policy for any reason, please contact your cutomer

 service representative. If you have additional questions you may contact us at the following address and
teiephone number: :

ATA Administrators
4676 Highway 41 North
Springfield, TN, 37172 ‘
(800) 591-6764

*

All of the above information relates to the Limited Benefit Hospital Indemnity Policy issued to your
Policyholder

The Association provides additional benefits which are described and outlined in the material you will
receive. Please be aware that not all the Association benefits are underwritten and many are
discount programs offered to you as a member of the Association.



ACCIDENT MEDICAL
IN-HOSPITAL ACCIDENT ONLY
ACCIDENTAL DEATH AND DISMEMBERMENT

SCOPE OF COVERAGE

We will provide the benefits described in this certificate to all Covered Persons who suffer a
covered loss which is within the scope of the DESCRIPTION OF BENEFITS PROVISIONS and
results, directly and independently of all other causes, from bodily injury which is suffered in an
Accident, and occurs while the person is a Covered Person under this certificate and is within the
scope of the risks set forth in the DESCRIPTION OF HAZARDS provisions.

COVERED PERSONS include all members and their lawful spouses under age 70.

Accident means a sudden, unforeseeable external event which causes injury to one or
more Covered Persons and occurs while coverage is in effect for the Covered Person.
: : : "

THIS IS A LIMITED ACGIDENT ONLY BENEFIT. IT IS ACCIDENT ONLY CERTIFICATE AND DOES
NOT COVER LOSS OR EXPENSE RESULTING FROM SICKNESS, DISEASE, OR BODILY
INFIRMITY. In order to receive benefits, a COVERED person must sustain an injury while the
CERTIFICATE is in force and such injury directly or independently causes a loss covered by the
plan.

Benefits are payablé for Eligible Expenses for non-work related injuries on the following basis:
DESCRIPTION OF BENEFITS
BENEFIT AMOUNT: $25,000 DEDUCTIBLE: $1,000 PER INJURY

If, as a result of injury, an insured incurs covered expenses starting within 90 days from the date -
of the accident causing the injury, we will pay, less the deductible as shown above and not fo
exceed the maximum benefit amount shown therein, all covered expenses incurred within one
year from such date.

Covered expenses mean the usual, reasonable and customary charges for local professional
ambulance service to or from a hospital and/or surgical center as well as the following usual,
reasonable and customary charges for treatment, services and supplies provided or prescribed by
a Doctor: :

{1} Hospital Room & Board, or Surgical Center care and treatment; (2) Outpatient Hospital
Emergency room; (3} Surgical Benefits; (4} Doctor's Visits In-Hospital; {5) Doctor Visits Out-
Patient; (6) X-ray and Laboratory; (7) Nursing care; {8) Physiotherapy; (8) Ambulance

(10) Medical Equipment Rental Charges; (11} Medical Services and Supplies (Blood, Blood
transfusions, Oxygen); (12) Prescription Drugs; (13) Dental Treatment as a result of Injury to
natural teeth '

ACCIDENTAL DEATH & DISMEMBERMENT

Principal Sum: $50,000
If within one year from the date of an Accident covered under this certificate, Injury from such
accident results in Loss listed below, we will pay the percentage of the Principal Sum set opposite

the loss in the table. The amount will not exceed the Principal Sum which applies to the Covered
Person.



ACCIDENT DEATH, DISMEMBERMENT, OR LOSS OF SIGHT

Loss Percentage of Principal Sum
Loss of Life 100%
Loss of Both hands 100%

- Loss of Both Feet 100%
Loss of Entire Sight of Both Eyes , 100%
Loss of One Hand and One Foot ‘ 100%
Loss of One Hand and Entire Sight of One Eye 100%
Loss of One Foot and Entire Sight of One Eye 100%
Loss of One Hand o 50%
Loss of One Foot 50%
Loss of Entire Sight of One Eye 50%
Loss of Thumb and Index Finger of the Same hand . 25%

#

DISCRIPTION OF HAZARDS

24 Hour Coverage. We will pay the bensfits described in this Certificate for any Accident which

happens to a covered person while he is covered by this certificate. This includes travel or flight
in an Aircraft with some restrictions. SEE EXCLUSIONS

GENERAL FOLICY PROVISIONS

WORKERS' COMPENSATION INSURANCE: This Certificate is not In lieu of, and does not
affect, any requirement for coverage under any Workers' Compensation Insurance.

EXCLUSIONS

Benefits will not be paid for a Covered person's loss which:
{1} ié caused by or resulis from the Covered Person's own:

{a) Intentionally self-inflicted Injury, suicide or any attempt. (In Missouri this
" applies only while sane);

{(b) Voluntary self administration of any drugs or chemical substance not prescribed by
and taken according to the directions of, a doctor (Accidental ingestion of a
poisonous substance is not excluded);

(c) Commission or atiempt to commit a felony;

{d) Participation in a riot or insurrection;

{e) Driving under the influence of a controlled substance unless administered on the
advice of a doctor; or '

{ft  Driving while intoxicated. “intoxicated™ will have the meaning determined by the
laws in the jurisdiction of the geographicat area where the loss oceurs;

{2) is caused by or resuiis from:

{a) Declared or undectared war or act of war: : ‘
(b}  An Accident which occurs while the Covered person is on active duty service in any

armed forces. (Reserve or National Guard active duty for training is not excluded
unless it extends beyond 31 days); -

{c}  Aviation, except as specifically provided in this Policy;
(d) Sickness, disease, bodily or mental infirmity or medical or surgical treatment



Bacterial or viral infection, regardless of how contracted. This does not include
bacterial infection that is the natural and foreseeable result of an accidental
External bodily injury or accidental food poisoning.

(e} Nuclear reaction or the release of nuclear energy. However, this exclusion will not
apply if the loss is sustained within 180 days of the initial incident and;

(i} The loss was caused by fire, heat, explosion or other physical trauma which was
the result of the release of nuclear energy; and

(ii} The Covered Person was within a 25 mile radius of the site of the release either:
{1) At the time of the release; or
{2) Within 24 hours of the start of the release.

CLAIMS PROVISIONS

Written notice of claim must be given within 30 days affera covered loss occurs or as soon as
reasonably possible. We will send forms to authorized members who ask for them.

Notice must be sent io the address below or call 1-800-591 -6764

ATA ADMINISTRATOR
4676 HIGHWAY 41 NORTH
SPRINGFIELD, TN. 37172



PlanRx Preferred Prescription Program

You and your family can enjoy a ;Srescription prbgram that will save you money on virtually every prescription
medication you may need. Our program offers you the following benefits:

Retail/Mail Order Generic: $10 Maximum Member Payment per 30 day supply*

Mail-Order Brands: $50 Maximum Payment per 30 day supply** _

Preferred Pricing on brand and generic medications not included under the Maximum Payment
Pharmacy advisory services are required. This service is designed to maximize your savings

» 8 w =

*  Generic $10 Maximum Payment available through retsil or mail order
**  Preferred $50 Maximum Payment available through mail-order only

Retail/Mail Order Generic Mail-Order: Preferred Pricing (Brand or

> $10orlessfora 30-day supply for most Equivalent) -
Generics

> Very liberal formulary. See exceptions > f;;galtfs::z;aﬂ?gfay fl‘;pply for
belovy »+  » Available through mail-order only
»  Obtain up toa 90-day supply at the > 90-day supply typically ordered
» ];}Il:;tm::; _"ﬂg_if:ﬁ%,rc) »  Preferred Pricing offered for
A . medications not included in formulary
medications covered when substituted X -
£ L ¥ Pharmacy advisory services are
Or a prescription

required. This service is designed to
maximize your savings

A4

All major chains and most independent
pharmacies are in the network

»  Very liberal maximum benefit based on
80% savings off cutrent average retail
pricing

Limitations for Eligible “Retail” Generic Medications

The PlanRx “retail” generic Maximum Payment does not inclede generic medications not listed on the
Covered Generic Formulary, diabetic suppiies, fertility agents, sexual dysfunction medications, injectibles,
anorexiants, smoking deterrent medications, hair replacement products, cosmetic alteration drugs, Retin-A
and ADHD medications for individuals over the age of 18, insulin syringes and accessories. Prescriptions are
filled or refilled for up to a three (3) month’s supply with a limit of 100 units per 30 days, A $16.00 maximpm
payment is applied for each 30-day supply. '

After the member’s Maximum Payment is applied, PlanRx will pay up to a maximum of $50.00 for a one
‘month supply of a covered generic medication, In addition, PlanRx wiil pay a maximum of §1,200 per
calendar year for each individual ($300 maximum each quarter) and a maximum of 52,400 per calendar year
for a family ($600 maximum each quarter) for covered generic medications at your local network pharmacy,

Mail-Crder Medications -

Preferred pricing medications are available through mail order only and generally are for a 90-day supply.

The medications included under the Maximum Payment are sabject to chamge. It Is our intent o include as
many medications as possible. Any medication can be checked for preferred pricing,.  Mail-Order
medication does not include some controlled substances and is limited to the number of units prescribed per
50-day period.

PianRx is a non-insurance benefit program and is not intended fo replace Insurance.
PiPlanRx ProductiPlankx Preferred ProgramPliaRx Prograrm Fulfillmest,_20090208 o




Now you have the power to plug into signifcant savings

on MRI, CT Scans and P.E.T. Scans

DiaTri will:

¢ Schedule your procedure in a facility that is
convenient for you.

¢« Help you to prepare for your procedure by
answering any questions you may have and
advising you of any restrlctlons that may be
needed.

¥ Give you directions to the facility.
¥ Notify your physician of the date and time of
your test.

¢ Placea reminder call to you the night before
your test and make sure you are set to go.

¥ Work with vour physician to be sure they have
your results in a timely manner.

You will experience substantial savings on
your radioiogy needs.

We make sure the facilities in our network
are highly credentialed and produce top
quality results. A

.

Plan members will experience up to
70% savings on MR|s, PE.T. and CT
Scans in our nationwide network of -
highly credentialed radiology facilities.

(" DiaTri Cost - Example Only )

Radiology Test =  $750
--Patient pays when
testis scheduled = 700
Y lDlaTn invoices Plan & 50 y.
4 Without DiaTri N
Diagnostic Facility Bills  $2000
PPO 15% Discount 300
Final Due $1700
Plan Pays ' $ 50
\Member Pays $1650)
Quality Care: '

DiaTri also works with your physician
to ensure they know the time and place
of your test and makes sure your
physician receives your results in a
t:mely manner.
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THE TV PACKAGE THATBEATS CARLE. MORE CHANNELS, MOVIES aNp SPORTS! WATCH WHAT vou waNT. WHEN you waNT.
& S¥ER 180 Digital Channels B &YER 200 Digital Channels P OVER 280 Digital Channels
7 FREMUM CHANNELS, FOR 2 MONTHS ‘ . FREE HD DVR Upgrade” $199value . ¥ Monthly DVR Service Included

9 Channals

FREE @GWHME ) ' . . [—-"1 PREMIIM CHANNELS, FOR 3 MONTHS -, R E FREE HG DVR Uparade” 5159 value

EE Stcﬂ'Fsﬁ?WﬁiﬁE ._ . 21 PREMIUM CHANHELS, FOR 3 HONTH:
12 Channets 9 Channels s ] FREE Stq'z+ gﬁmﬁ

12 Channels 9 Chanrels

*Prices include a $21 btll crgdit fnr 12 mnnihs after rebate,
flus an additional §5 when.you submit rebiate onting; Tegister
arcount on directv.eom with valid email and cunsent ta ema:l
alerts. *When you s:gn up for Auto Bitl Pay. .

WITHEVERY PACKAGEYOUGET: ~ . - . o

>NOD Equ:pment to Buy. NO Start-Up Costs > 99 9% Worry—Free S:gnai Reliabtl:ty B >Local Cha’nne[s I'nclhi:led
> FREE Professnonallnstallanon _ _:. o> #lin CustomerSatisfaction ':_ L& BS@ . Fox ﬁ';g% @m l

4 SWITCH NGW Geta $1[)('] Visa® prepald card wrth DIRECTV

2 BONUS OFF_ER FOR. MEMBERS OF THE AMER!CAN TRADE ASSQQIA‘T!ON
Recelve an add:tlonal $1 00 Vlsa® prepald card wnth your order*

]

5
i

Y K

MENTIDN - -
- PROMD CODE

A?Alqﬂ M DIRECTV.

SATELLITE TELEVISIGN

sterh K1
T

ey 0|

. Difers eng 2/08/16, on ap;lm'.ed cmnr: :red\t ] reqmwd Hew Lustnrners
rerewer $19.25 IHanling & Deli very fee mayagply.

HU chaanel tounts based o 24/7 HD channels, Humber of HD channels varies oy package. HO Access fee ($10/mo | and HD squipment requiced. Eight secends based on gress subscriber additions for 2003 Eustumﬂraah'fa..t:un measured oy ihe largest national cable & sateflite 1V povidsrs 2009
Ay can Customer Setistantion fadex, nhversity of Miehigan Business School Local charnel eligibility based on setviceaddiess Cradit eard not required in MA & PA “BILLCREDIT/PROGRAPIMING DFFER: Free SHOWTIE for S months, avalyg 0§38 97 Free Starz and SHOWTIME for 2month

$72. LINIT ONE PROGRAMMING DFFER PERALCOUAT, Featuredt package names and prices: CHOICE $55 9%/mo.; CHOICE XTRA $50 9%/ma ; PLUS VA 65 9%/mo Upon IIRECTY System activation, customerwill receive redemption instrections fincluded ia customer's first DIRECTV b

maling, er,in the state of New Yark, from retailer] and must camplywith the terins of the Instructions. In order to ecefve full $26 credit, customer must submitrabate form aniine, register account o directy.cam and sonsent o eppas aria to rebate redemption. Online redemption requires
valid email sddress, Rebate begins §-8 weeks aller 12celpt of cehate form orline g § to 15 weeks bymail Timing of romotiona price depends an redemmption date. Account must be in “good stamding,”as determived by BIRECTY in s sol discretion, o remain eligible. 91RECTY not responsibie for ate,
lost, dlegible, motilated, incomplete, misdirected o postage-due mail. IF BY TRE END OF PROMOTIDNAL PRICE PERIODIS) CUSTOMER DDES NOT CANTAGT DIRECTY T0 CHAMGE SERVICE THEN ALL SERVICES WILL AUTOMATIEALLY CONTINUE AT THE THER- -PREVAILING RATES IHELUDINb THE
$8.00/M0. LEASE FEE FOR THE 2HD AND FACH ADDITICHAL RECEIVER. DIRECTY System has a feature which restricts access to channels. In certain markets, prograrming/pricig may very °$180 VIS& PREPAID CARD OFFER: Ng|','|_usmne|< q[!iy Witk activation of the CHGIRE

Custamer must envotl in Aute Bill Py program at the time of purchase. $100 Yisa prepaid card witl be i the Form of 3 DREETY Visa. Prepaid Card mailed to active IRECTY actount. IRRECTY Visa Prepaic Cards ate issued by MetaBa sp from Yisa U § & Inc This sard does naf Have
cash acoess and van be dsed at zny meschants that accepl Yisa tebit cards, Cord valid Luough expirstion date showe: e froml of carg Must maintain BHRECTY sersice and envoltmentin kutg Bill Pay pgram for a miaimam of 4 days with no pest duz balance Yisa prepaid card will be malad sithin 59 days
from activation date. "Addifional $100 Visz Gifl Card offerad i qualifiyng customers vho sign up for DIRECTY through inTech Media Serviess, LLC in parinetship with My ATA Banefits and is not eligitle for itional offers. Gift cardy will be fssued b aclive DIRECTY account aftsr S0 days of
servics wilh no past due balance. Gif cards are not refundable for cash **INSTANT REBATE: Advanced equinment instant rebate requires activation of the CHOILE X¥RA Packoge or abave; Jadewarlt: or ity Qualiiyieg imiarnalional servires bundle, which shall include the PREFERRED CHOICE

piegramminn packege fealued o
156 TRVt | requwred tae UVK and HO DVE Lease: H Access 5 te2 [$10.60/me ) required for H and HD OVR lease LtHITUNEAD\'ANEEDEQUJPMENTRLEATEPER»\DCUUNT HHSTALLATION: Standsed professianst metallationonly Custominstallation extia SYSTEMIEASE: B Hase 0f 24 ¢ e menths

of any DIRECTY base programming package 1579 99/ma. of above] o guatifylng international services bedle iequired FANURE TO ACTIVATE ALL DIRECTY SYSTEM EQUIPMENT 1 ACCORDANCE WITH THE EQUIEMENT LEASE ANDENNIIM MAY REGIOT 1N A FEADEE BE €160 Arn nearnmen uaT
ACTIVATED. {F YOI FATE T0 MAINTAIN YHIR RO AMMINR REDCPTH LAK AHADRE & BRARITER Pre ar & —




on anarsal lrlﬂniiﬂ@ Resm‘t ,_'iists and um::amn' packages
AND

Enjoy spemal vacatmﬂ offers y&ar—muml

Eﬂljf place where gﬂu'ﬂ find the world's two most amazing thems
parks—LUniversal Studios®, where you can jumy into the action of your

favorite movies, and Universal's Istands of Adventure®, whare you'll feel the

TE}EE A "Jar;atmn ‘fr m t E ﬂrﬁimﬁrgﬁ at Universal Orlando Resort, the

adrenaline rush of the most innovative rides and atfractions ever créated..

Plus you can enjoy the non-stop entertainment at Universal CityWalke, and
stay at magniﬁﬁanﬂy themed on-site hotels including the luxurions Portofing
Bay Hotel, A Loews Hote, the exciting Hard Rock Hotele, and the exotic Royal
Pacific Resart, & Lowes Hotel,

Build your own Universal vacation and save 10%. Select from a variety of
hotel accommodations, thems park tickets, dining ﬁE}flﬁHS Orlando area
attraction passes antd more!

avings on fickets and vacation packages can be cbtained by visiting:
www.universalfanciub.com/orlando/memberbenefits/nationalfcmembers.him




SR STATE OF TENNESSEE
ny A s RO ‘ . Tre Hargett, Secretary of State
: | Division of Business Services -

: 312 Rosa L. Parks Avenue

6th Floor, William R. Snodgrass Tower
Nashville, TN 37243

American Trade Association, Inc o March'23, 2010
400 MEMORIAL BLVD
Springfield, TN 37172 USA

Filing Acknowledgment

Please review the filing information below and notify our office immediately of any discrepancies.

Control #: 627202 Formation Locale: Robertson County
Filing Type: Corporation Non-Profit - Domestic | Date Formed: 03/18/2010

Filing Date: - 03/18/2010 9:53 AM Fiscal Year Close 12

Status; Active : Annual Rpt Due:  04/01/2011
Duration Term: - Perpetual . ' Image # : 6679-2039

Public/Mutual Benefit: Public

: Document Receipt
Receipt # : 113697 E Filing Fee: $100.00
Payment-Check/MO - American Trade Association, Inc, Springfield, TN : ' 3$100.00

Registered Agent Address

NATIONAL REGISTERED AGENT, INC

2300 Hilisboro Road

Ste 305

Nashville, TN 37212 USA

Congratulations on the successful filing of your Charter for American Trade Association, inc in the State of

Tennessee which is effective on the date shown above. You must also file this document in the office of the Register
of Deeds in the county where the entity has its principal office if such principat office is in Tennessee.

You must file an Annual Report with this office on or before the Annual Report Due Date noted above and maintain a
Registered Office and Registered Agent. Failure to do so will subject the business to Adminisirative

Dissolution/Revocation.

Tre Hargett, Seoréary of State
Business Services Division

Phene (615) 741-2286 * Fax (615) 741-7310 * Website: htip:/tnbear.in.gov/




CHARTER
Bepartment of State

{Nonprofit Corporation)
Corporate Filings
312 Rosa L. Parks Avenue %ﬂ%
6™ Floor, William R. Snodgrass Tower

L},w
Nashville, TN 37243 %% B

‘The undersigned acting as incorporator(s) of a no

Act adopts the following Articles of Incorporation

1. The name of the corporation is: /4774’) Ed i

nprofit corporation under the fennessee Nonprofit Corporation

i _Irads 4 s oot el

2. Please complete all of the following sentences by checking one of the two boxes in each sentence
This corporation is a ppubli

public benefit corporation /[ Jmutual benefit corporation

This corporation is a [ Jreligious corporation / 3 ot 2 religions corporation
This corporation will,

ave members / [_]not have members.
3. The name and co plete address of the corporatmn s initial registered agent and ofﬁce in Tepmesses is: %
Watinaf @ :5rel Prstllsce 2300 Webl b0vd £ plashv y 775 2 724 2 USH
Name " Street Address City T State Zip Code County
"4, List the name and complete address of each incerporator: i b e o g
nw?\ £ Lgmﬁhux Sen Meme'eal B gfb*’i’\ eld | 7AJ 7L
Street Address ! State Zip Code
L I‘JCI {"‘JH’“LQ sotrck S Wen s el AL éfol ﬁe‘&ffés ey, SHS T2
Name Street dddress # Tl f State Zip Code
Name Street Address City | State Zip Code
5. The complete address of thf: corpora‘mon s principal office is: LSS A -
G pleom o L0 ALod  Sarines ff ~ia ) fv‘fdgz;.,rﬁ(w:,ﬂ_j 2 FL A
Street Address T F State/Coumiry Zip Code
6. The corporation is not for profit.
7. If the document is not to be effective upon filing by the Secretary of State, the delayed effective date and time are:
Date , Time (Not to exceed %0 days.)
8. Insert here the provisions regarding the distribution of assets upon dissolution:
"?:.*zL T e \{'MJQ‘L“' I Gy 2L A
. )
o3 P E—
Sal =
e LA = o
9. Other provisions: l’:j;.ﬂ = ST
e —— 1
ol G
‘ e =< =
. P = o) =B oo
7 -~ R r?‘} o ]
2/24 [10 Sl L E e B
S{enature Date Incorporator’s Signature % : ?‘3 g‘i
i

é cj %V/tfgfiﬂlrrr

Incorporator s Name {typed be printed)

S84418 (Rev. 9/04) Filing Fee: $100

RDA.1678



For Office Use Gnly

CHARTER

B -nf State ) " {(Nonprofit Corporation)
Corporate Filings
312 Rosa L, Parks Avenue
6% Floor, William R. Snodgrass Tower
Nashville, TN 37243

The undersigned acting as mcorporator(s) of a nonprofit corpora,‘cion under the Termessee Nonprofit Corporation
Aet adopts the following Articles of Incorporation.

1. The name of the corporation is:Great American Benefit Association, Inc.

2. Please complete all of the following sentences by checking one of the two boxes in each sentence:
This corporation is a [/] public benefit corporation /[_] mutual benefit corporation. -

This corporation is a | |religious corporation / 1¥] not a religioes corporation.
This corporation will [¥]have members / [not have members.

3. - The name and complete address of the corporation’s initial registered agent and office in Tennesses is:
National Registered Agents, Inc. 2300 Hillsboro Rd Suitg Nashville TN - 37212 Davidsy
Neane - Street Address City State Zip Codle County

4. List the name and complete address of each incorporator:

Neome Straet Address Ciy - State Zip Code
Neme Street Address City State Zip Code

Name Street Address City State Zip Code

5. The complete address of the corporation’s principal office is: . :
400 Memorial Blvd Springfield ' TN 37172

Street Address City State/Couniry Zip Code

6.. The corpéraﬁon is not for profit.

7. if'the document is not to be effective upon filing by the Secretary of State, the delayed effective date and time are:
Date : Time (Not to exceed 90 days.}

8. Insert here the provisions regarding the distribution of assets upon disselution:
Divided equaily among members

9. Other provisions:

Signature Date ' Incorporator’s Signature

Incorporaior’s Name {typed or prinfed)

55-4418 {Rev, 5/04) } Filing Fee: $100 : . RDA 1678



For Office Use Only

CHARTER

Bepartment of State (Nonprofit Corporation)
Corporate Filings
312 Rosa L. Parks Avenue
6™ Floor, William R. Snodgrass Tower
Nashville, TN 37243

The undersigned acting as incorporator(s) of a nonprofit corporation under the Tennessee Nonprofit Corporation

Act adopts the following Articles of Incorporation.

[

'The name of the corporation is;

- Please complete all of the following sentences by checking one of the two boxes in each sentence:

This corporation is a || public benefit corporation /[ ] mutual benefit corporation.
This corporation is a []religious corporation / [ ] not a religious corporatlon
This corporation will [[Thave members /{1 not have members.

. The name and complete address of the corporation’s initial registered agent and office in Tennsssee is:

Name Street Address City State Zip Code County

. List the name and ooniplete address of each incorporator:

Neame Street dddress City State Zip Code

Name Street Address City State Zip Code

Neane Street dddress City State Zip Code

- The complete address of the corporation’s principal office is:

Street Address City State/Country Zip Code

. The corporation is rot for profit.

- If the document s not to be effective upon filing by the Secretary of State, the delayed effective date and time are:

Date s Time - (Not to exceed 90 days.) -

- Insert here the provisions regarding the distribution of assets unon dissolution:

. Other provisions:

Signature Date Incorporator’s Signature

Incorporator’s Name (typed or printed)

SS-4418 (Rev. 9/04) Filing Fee: $100 : RDA 1578




Entity Detail Page 1 of 1

Department Home } Contact Us | Search: .

Administrativa Hearings | Business Services | Charitable Fundralsing | Elections | Llbrary & Archives | Publications

Tennessee Department of State

Homs

Mare Services l

Corparationé ] UCe ’ Motor Vehicle Temporary Lians , Notary Compiission I Trademiarks l Summons

Business Services Online > Entity Detail

- Entity Detail

Entity details cannct be edited. This detail reflacts the current state of the filing in the system.‘

Click Here to return to the Business Information Search

400627202 Corporation Non-Profit - Domestic

Name: American Trade Association, Inc

0d Name:
Business Type:
Status: Active ] Initial Filing: 03/19/2010
Formed in: Robertson County Delayed Effective Date:
Fiscal Year Close: December AR Due Date: 04/01/2011
Term of Duration: Perpetual Inactive Date:

Principai Office; 400 MEMORIAL BLVD
Springfield, TN 37172 Usa

AR Exempt: No
Puklic Benefit Corporation: Yes

Assumed Names || History || Registered Agent

Name Status Date Expires
No Assurmed Names Found..,

|, Printer Eviendly Varsion |

Division of Business Services )
312 Rosa L. Parks Avenue, Snodgrass Tower, 6th Floor
Nashville, TN 37243
615-741-2288

Holidays

ate | Tennessee.any.

© 2009 Tenngssee Department of State

| http://tnbear.m. gov/Ecommerce/Common/FilingDetail. aspx 7FilingNum=000627202

3/24/2010




STATE OF TENNESSEE
Tre Hargett, Secretary of State

Division of Business Services

312 Rosa L. Parks Avenue
6th Floor, William R. Snodgrass Tower
Nashville, TN 37243

AMERICAN TRADE ASSOCIATION, INC. : - March 2, 2010
4676 HIGHWAY 41 N
SPRINGFIELD, TN 37172 USA

Filing Acknowledgment

Piease review the filing information below and notify our office immediately of any discrepancies.

Control # : 602641 Status: Inactive - Withdrawn
Filing Type: Corporation Non-Profit - Forsign

: Document Receipt
Receipt#: 81701 Filing Fee: $20.00

Payment-Check/MO - AMERICAN TRADE ASSOCIATION, INC., SPRINGFIELD, TN $20.00
‘Amendment Type: Withdrawal =~ o -  Image # : 6663-0848
Filed Date: 02/26/2010 1:57 PM _ ,
‘This will acknowledge the filing of the attached withdrawal with an effective date as indicated
above.
1 Fa ¥4
Tre Hargett, Secnéary of State
Business Services Division
rield Name Changed From Changed To
riling Status Active Inactive - Withdrawn

Indctive Date Ne Value 02/28/2010

Phone (615) 741-2286 * Fax (615) 741-7310 * Website: htip://tnbear.tn.gov/
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For Q{ﬁce Use Only
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o g e

Lo ) APPLICATION FOR CERTIFICATE
qurmmt of Siatr QF WITHDRAWAL
Corpotate Filings : SEEE EES LD
312 Rosa L. Parks Avenuc
6% Floor, William R, Snodgrass Tower
Nashyille, TN 37243

To the Secretary of State of the State of Tennessee:

Pursuant to the provisions of Section 48-25-201 of the Tennessee Business Corporation Act or Section 48-65-201 of
the Tennessee Nonprofit Corporation Act, the undersigned corporation herehy applies for a certificate of withdrawal from
the State of Tenmessce, and for that purpose sets forth:

JAragntcau Trapd Acsachr, P j-u.

1. The name of the corporation is

If different, the name under which the certificate of authority was obtainad is

2. The state or country under whose law it Is incorporated is T2 ja0p .

3. The corporation is not transacting business in the State of Tennessee and surrenders its authority to transact business
i this state. '

4, Please mark/complete the applicable statement:
Ierhe corporation continues its registered agent and registered office in the State of Tennessee.

{ ] The corporation hereby revokes the authority of its registered agent to aceept service on its behalf and appoints
the Sectetary of State as its agent for service of process in any proceeding based on a cause of action arising during
the time it was anthorized to transact businiess in this state. The mailing address (including zip code) to which the
Secretary of State may mail a copy of any process served on him is:

5. The undersigned corporation makes the commitment to notify the Sectetary of State in the future of any change
in its mailing address.

[NOTE: Prior to this document being ascepted for filing, the Division of Business Services will request tax clearance
verification from the Tennessee Department of Revenue that the business has property filed all reports and paid all
required taxes and penalties. If we cannot obtain such tax ¢learance verification from the Dcpartment of Revenue, this
document will be rejected and returned to the applicant.]

QJZ/ /; O /jfﬂe ) g ol ,{ A&
Signdture Dafe . ‘ Narne of Corpefﬁz/

—JQ}*&&F &%—L . 4

Signer’s Capacity *S"gnature

%ﬁj{,ﬁ)b é’@/c___,

' Name (type:d or printed],
$8-4437 (Rev. 8/08) Filing Fee $20.00 RDA 1678

W D2




Entity Detail Page 1 of 1

Department Home | Contact Us | Eearch: L i Go_-}

Administrative Hearings | Business Services | Charitable Fundraising | Elections | Library & Archives | Pubjir_ations

Tennessee Department of State
X

)

Summons I Mare Services !

Notary Commlssion I Trademarks

Homa I Corporstions I {cC

tMotor Vehicle Temporary 'Liens

Businass Services Online > Entity Detall ' i

Entity Detail | | |

Entity details cannot be edited. This detall reflects the current state of the filing in the system.
Click Here to return to the Business Information Search

GO0E27202: Corporation Non-Profit - Domestic

Name: American Trade Association, Inc

01d Name: H
Business Tybe: L - ' {
Status: Active Initlal FHing: 03/19/2010

Formed in: Robertson County  Delayed Effective Dater :

Fiscal Year Close: December AR Due Date: 04/01/2011 :
‘Term of Duration: Perpetual Inactive Date: *

Principal Office: 400 MEMORIAL BLVD
Springfleld, TN 37172 USA

AR Exempt: No
Pubiic Benefit Corporation: Yes

Assumed Mames “ History || Registersd Agent

Name _ Status Date Expires ;
No Assumed Names Found..,

[ Prister Edendly, Version

Division of Business Services
312 Rosa L. Parks Avenue, Snodgrass Tower, Gth Floor
Mashville, TN 37243
615-741-2286
tions | Hours and Holidays

Email | Dis =
Comtact Us | Site Map | Web Palicies | Disdlaimer | Department of State | Tennsssee,gov

© 2009 Tennessee Department of State

http://tnbear. tn.gov/Ecommerce/ Common/FilingDetail. aspx 7FilingNum=000627202 3/24/2010



INDIANA SECRETARY OF STATE

RECEIPT :
Receipt Number : 1736361

Payment Entry Number : 655903

INDIANA SECRETARY OF STATE
BUSINESS SERVICES DIVISION

302 West Washington Street, Room £018
Indianapolis, IN 46204

(317) 232-8576

AMERICAN TRADE ASSOCIATION INC
4676 HWY 41 N
SPRINGFIELD, TN 37172

Receipt Date:  03/02/2010
Receipt Status:  Closed

The following details your transaction(s) with the Secretary of State's Office :

Payment Submitted:

Payor Payment Type Reference Comment Amount
AMERICAN TRADE Check/ MO 2279 $30.00
ASSOCIATION INC
Total Amount : $30.00
Transactions posted to this receipt:
Entity Name : Tyne of Filing Amount
AMERICAN TRADE ASSOCIAT%ON, iNC. Non-Profit Domestic Corporation ; $30.00
Articles of Dissolution
Total Amount ; $30.00
Page 1 of 1

Date Printed : 03/02/2010 ‘ Prepared By : LaDonna Price



- -

STATE OF TENNESSEE
Tre Hargett, Secretary of State

Division of Business Services

312 Rosa L. Parks Avenue
6th Floor, William R. Snodgrass Tower
' Nashville, TN 37243

LIS
ot -..

AMERICAN TRADE ASSOCIATION, INC. | March 2, 2010
4876 HIGHWAY 41 N
SPRINGFIELD, TN 37172 USA

Filing Acknowledgment

Please review the filing information below and netify our office immediately of any discrepancies.
Control # : 602641 Staius: Inactive - Withdrawn '

- Filing Type: Corporation Non-Profit - Foreign

En

Document Receipt

Receipt#: 81701 7 ' Filing Fes: $20.00
Payment-Check/MO - AMERICAN TRADE ASSOCIATION, INC., SPRINGFIELD, TN $20.00
Amendment Type: Withdrawal ' ,  Image # : 6663-0848

Filed Date: 02/26/2010 1:57 PM

This will acknowledge the filing of the attached withdrawal with an effective date as indicated
above. '

fUL KU,
Tre Hargett, Secn(tary of State

Business Services Division

Field Nams , . Changed From Changed To

Filing Status Aciive Inactive - Withdrawn

Inactive Date No Vzalue 02/26/2010

Phone (815) 741-2286 * Fax (615) 741-7310 * Website: hitp:/inbear.tn.gov/
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APPLICATION FOR CERTIFICATE

6t Floor, William. R. Snodgrass Tower
Nashville, TN 37243

Heypurtment of Biate ' OF WITHDRAWAL
Cormporate Filings Z gﬂ@ oy
312 Rosa L. Parks Avenue gﬁ:@% : %TE

To the Secretary of State of the State of Tennessee:

Pursuant to the provisions of Section 48.25-201 of the Tennessee Business Corporation Act or Section 48-65-201 of
the Tennessee Nonprofit Corporation Act, the undersigned corporation herehy applies for a certificate of withdrawal from
the State of Tennessee, and for that purpose sets forth:

/-QNEM eand T”""ﬂé 4.‘.’&%3' el Jur e,

1. The name of the corporation is

If different, the name under which the certificate of authority was obtained is

2. The state or country under whose law it is incorporated ts _ Iip {27 V2] : .

3. The corparation is not transacting business in the State of Tennessee and surrenders its authority to transact business
in this state, ‘ ‘

4, Please tmark/complete the applicable statement:
P [

7] The corporation continues it8 registered agent and registered office in the State of Tennesses.

[ The corporation hersby revokes the authority of its registered agent to accept service on its behalf and appoints
the Secretary of State as its agent for service of process in any proceeding based on a cause of action arising during
tha time it was authorized to transact business in this state. The mailing address (including zip code) to which the
Secretary of State may mail a copy of any process served on him is:

(¥ ]

. The undersigned corporation makes the commitmeant 1o notify the Secretary of State in the future of any change
ir its mailing address, :

[NOTE: Prior to this document being accepted for filing, the Division of Business Services will request fax clearance
verification from the Tennessee Depariment of Revenue that the business has properly filed all reporis and paid all
required taxes and penalties. If we cannot obtain such tax clearance verification from the Department of Revenue, this
document will be rejected and returned to the applicant.]’

i

2lzfio  Awerica) ZBad. Az o~
Signature Date Name OWtﬁz]/ T
F Yzl M g :

Signer’s Capacity “Signature ; j
[Dé’-{ej '-‘77% }“u{f/:;ct g 'C,/&#_f_
' Name (fyped or printed},
S8.4437 (Rev, 8/08) : Filing Fee §20.00 RDA 1678
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State of Indiana
Office of the Secretary of State

CERTIFICATE OF DISSOLUTION
of
AMERICAN TRADE ASSOCIATION, INC.

I, TODD ROKITA, Secretary of State of Indiana, hereby certify that Articles of Dissolution of .
the above Non-Profit Domestic Corporation have been presented to me at my office,

accompanied by the fees prescribed by law and that the documentation presented conforms to

law as prescribed by the provisions of the Indiana Nonprofit Corporation Act of 1991.

NOW, THEREFORE, with this document I certify that said transaction will become effective
Monday, March 01, 2010. -

In Witness Whereof, I have caused to be

affixed my signatore and the seal of the
State of Indjana, at the City of Indianapolis,
March 1, 2010.

TODD ROKITA,
SECRETARY OF STATE

138607-273 /2010030278027



INDIANA SECRETARY OF STATE

RECEIPT
Receipt Number : 1736361

Payment Entry Number: 655803

INDIANA SECRETARY OF STATE
BUSINESS SERVICES DIVISION
302 West Washington Sireet, Room E018
Indianapolis, IN 46204 .

(317) 232-6576 "

AMERICAN TRADE ASSOCIATION INC
4676 HWY 41 N
SPRINGFIELD, TN 37172

Receipt Date:  03/02/2010
Receipt Status:  Closed

The following details your transaction(s) with the Secretary of State's Office :

Payment Submitted:

Payor Payment Type Reference Comment Amount
AMERICAN TRADE Check/ MO 2279 $30.00
ASSOCIATION INC

Total Amount : $30.00
Transactions posted to this receipt: : ‘
entity Name Type of Filing Amount
AMERICAN TRABDE ASSOCIATION, INC. ‘Non-Profit Domestic Corporation : $30.00

' ‘ ' Articles of Dissolution

Total Amount : $30.00

Date Printed : 03/02/20;10 Prepared By : LaDonna Price Page 1 of 1



CHARTER

Bmm nf Htate {(Nonprofit Corporation)
Corporate Filings
312 Rosa L. Parks Avenue
6" Floor, William R. Snodgrass Tower’
Nashvi]le, TN 37243

For Office Use Only

The undersigned acting as incorporator(s) of a nonprofit corporation under the Tennessee Nonproﬁt Corporation

det adopts the following Articles of Incorporation.

1.

The name of the corporation is:Great American Benefit Association, Inc.

. Please complete all of the following sentences by checking one of the two boxes in each sentence:

This corporation is a [7] public benefit corporation / [_] mutual benefit corporation.
This corporation is a | | religious corporation / [¢] not a religious corporation.
This corporation will [¥Thave members /[_Inot have members.

3. The name and complete address of the corperation’s initial registered agent and office in Tennessee is:
National Registered Agents, Inc. 2300 Hillsboro Rd Suigg Nashville TN . 37212 Davidsg
Nerme Street Address City State Zip Code County
4, List the nams and complete address of each incorporator:
Name Streef Address ‘ City State Zip Code
Name . Street Address City State Zip Code
Name Street Address City State Zip Code
5. The complete address of the corporation’s principal office is: :
400 Memorial Bivd Springfield TN 37172
Street Address City State/Country Zip Code
6. The corporation is not for profit.
7. Ifthe document is not to be effective upon filing by the Secretary of State, the delayed effective date and time are:
Date , Time (Not to exceed 90 days.)
8. Insert here the provisions regarding the distribuiion of assets apon dissolution: _
Divided equally arnong members
9. Other provisions:

Signature Date Incorporator’s Signature

Incorporator’s Name {(typed or printed)

$5-4418 (Rev. 9/04) ‘ Filing Fee: $100

RDA 1678




For Office Use Only

CHARTER

Bepartument of State ' (Nonprofit Corporation)
Corporate Filings :
312 Rosa L. Parks Avenue
6® Floor, Williarm R. Snodgrass Tower
Nashvﬂle, TN 37243

The undersigned acting as incorporator(s) of a nonprofit corporation under the Tennessee Nonprofit Corporation
Act adopts the following Articles of Incorporation.

1. The name of the corporation is:

2. Please complete all of the following sentences by checking one of the two boxes in each sentence:
This corporation is a [ ] public benefit corporation /[ ] mutual benefit corporation.

- This corporation is a [ religious corporation / {_] not a religious corporation.
This corporation will [ have members / [ not have members.

3, The name and complete address of the corporation’s initial registered agent and office in Termessee is:

Name Street Address City Stute Zip Code Cournty

4. List the name and complete address of each incorporator: -

Neane Street Address City State Zip Code
Name Street Address City State Zip Code
Name Street Address : Cizy Stte © Zip Code

5. The complete address of the corporation’s principal office is:

Street Address ‘ City State/Country Zip Code

6. The corporation is not for profit.

7, Ifthe document is not to be effective upon filing 1 by the Secretary of Siate, the delayed effective date and time are:
Date , Time {Not io exceed 90 days.)

8. Inseri here the provisions regarding the distribution of assets upon dissolution:

9. Other provisions:

Signature Date Incorporator’s Signature

Incorporator’s Name (typed or printed)

$5-4418 (Rev. %/04) Filing Fee: $100 RDA 1678
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279147 AMAHIT
277793 APRIL

277775 CAROLYN

277835 chresTory -GN

279221 DENISE

277709 DIANE

277781 EDWARD

277787 FAITH

277749 FRANCES

277719 GARY

279158 GINNY

279126 JAMES

277785 J08erHINE (i

-
J

779452 teeTE D
-

279124 KAREN

273460 LINDA

279214 MARK

279110 MARK

ATA Payout Report: 02/15/2010

_MEMBER I FIRST NAMI LAST NAME TRANS ID FUND DATE

Igiv)ry

CREATED DA BILLFD DAYE BILLT METHO TYPE AMT BIL PLAN SALES PERSON
544880 02/02/2010 01/25/2010% 01/28/2010 s01 BAMK  OEBIT  $390.00 ATAS0O0C-$390 HEATH PARKS
544882 02/02/2010 01/22/2010 031/28/2010 501 BANK  DEBIT  $195.00 ATA2500M-$195 7§ ERIC HEAD
544883 02/02/2010 01/22/2010 01/28/2010 S01  BANK  DEBIT  $195,00 ATA2500N-$195 75 WAYNE BULL
544884 02/02/2010 017222010 01/28/2010 S01  BANK  DEBIT  $260,00 ATASC00S - 390 WAYNE BULL
544887 02/02/2010 01/26/2010 01/28/2010 501 BANK UmmH._. $365.00 NAT CHOICE N-$365 ERIC HEAD
544883 02/02/2010 D1/2172010 0172872010 S04 BAMK  DEBIT  $1B5.00 PLUSSOCN-$185 WAYNE BULL
544890 02/02/2010 01/22/2010 01/28/2010 =501 BANK  DEBIT  $340.00 ATAZE0ON-$340 WAYNE &ULE
544891 02/02/2010 01/22/2010 01/28/2010 S01  BANK DEBIT  $470.00 ATAS000F-$470 HEATH PARKS
544892 02/02/2010 G1/22/2010 01/28/2010 S01  BANK DEBIT  $364.00 NAT CHOICE N-§364,21 125 WAYNE BULL
544893 02/02/2010 o1/21/2010 01/28/2010 S01  BANK DEBIT  $364.00 WNAT CHOICE N-$364.21 125 WAYNE EULL
544894 02/02/2010 01/35/2010 01/28/2010 501 BANK DEBIT  $1B5.00 PLUSS00N-§185 ERIC HEAD
544896 02/02/2010 11/01/2008 01/28/2010 S0L  BAMK  DEBIT  $280.00 ATA25005-$280
544896 02/02/2010 01/23/2010 0172872010 s01 BANK  OEBIT  $1B5.00 PLUSS00N-$185 WAYNE BULL
544900 02/02/2010 11/01/2008 01/28/2010 s01 BANK  DEBIT  $440.00 ATA7S005-§440 | Eb.,_.zm BULL
544902 02/02/2010 01£28/2010 01/28/2010 S01  BANK  DEBIT  $439.00 NAT CHOICE N-$384,21 75 ERIC HEAD
544904 03/02/2010 Q1/28/2010 01/28/2010 S0t BANK  DEBIT  $340.00 >._.>‘Nmocm;ﬂmko
544905 02/02/2010 01/26/2010 01/28/2010 so1 BANK  DEBIT  $320.00 ATAS000C-4330 WAYNE SULL
44906 02/02/2010 11/01/2008 41728/2010 sl BANK  DEBIT  $664,00 MAT CHOICE 5-$662.80 73 STEPHANIE WALTZ

FIRST TIM RECURRIN PLAN ADD TOTAL PAYOUT

$0,00

§0.00

$0.00

$0.00

$0.00

$0.00

%0.00

£0.00

$0.00

$0.00

$0.00

$0.00

$0.00

' 40,00

55,00

$0.00

$0.00

$0,00

176.00)
(=6.00)
(+6.00}
6,00
$1%.54
{$5.00)
$139.00
(56.00)
$10.75
§10,75
(%6.00)
($66.00}
($6.00)
($6.00)
$10.75
$138.00
{$6.00)

$32.55

$0.00

$0.00

$0.00

$0,00

$0.00

50.00

$0,00

$0,00

$0.00

$0.00

$0.00

$0.00

50.00

£0.00

50.00

0,00

30,00

50.00

(~€.00)

(36,00

{136.00)

[ 3]

$11.54

.00

$139.00

(56.00)

$10.75

$L0.75

146.00)

{$6€.00)

($6.00)

{$6.00)

$65,75

$139,00

($6.00)

$32,55
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277791
279502
279184
275286
277858
279305
277687
279459
779107
277843
277682
mﬂuwmm
27
277784
277700
279445
277857
279127
279472
279128

279541

MATHEW

MONICA

MADENE

HANCY

MANDINE

OLGA

PAUL

RACHEL

RICHARD

RICIY

RONALD

RONALD

SANDY

SHARON

STANLEY

STEVEN

THELMA

DONALD

<]
=

Papelguhavipanjaringy

PATRICIA

ROSS

S44907 02/02/2010
544908 02/02/2010
544309 02/02/2010
544910 02/02/2010
544911 02/02/2010
544912 02/02/2010
544913 02/02/2010
544214 62/02/2010
544915 02/02/2010
544917 02/02/2010
544919 02/02/2010
544521 02/02/2010
544922 027022014
544923 02/02/2010
544924 02/02/2010
544925 02/02/2010
544926 02/02/2010
545744 02/03/2010
.m#m“_&m 02/03/2010
545747 02/03/2010

545748 02/03/2010

01/22/2010

01732872010

01/28/2010

01/27/2010

01/22/2010

01£27/2010

01/21/2010

01/28/2010

13/01/2008

01/22/2010

11/01/2008

01/22/2010

01/22/2010

01/22/2010

01/23/2010

01/27/2010

01/33/2030

11/01/2008

11/01/2008

_11/01/2008

01/29/2010

01/28/2010

01/18/2010

G1/28/2010

01/28/2010

01/28/2010

01/28/2010

01/28/2010,

01728/2010
01/28/2010
01/28/2010
E.._.N_m.\mn.u.n
01/28/2010
01/28/2010
01/28/2010
01/28/201¢0
01/28/2010
01/28/2010
01/29/2010
01/29/2010
01/29/2010

01/29/2010

501

501

S01

01

S0l

801

se1

S01

S01

s01

501

so01

&1

S0

501

501

501

s01

S01

S01

BANK

DANK

BANK

BANK

BANK

BANIC

BANK

BANK

BANK

BANK

BANK

BANK

BANK

BANK

BANK

BANK

BANK

DEBIT

DEBIT

DEBIT

DEBIT

EBIT

DEBIT

PEBIT

BESIT

DEBIT

DEBIT

DEBIT

DEBIT

DEBIT

DEBIT

DEBIT

DEBIT

DEBIT

DEBIT

DEBIT

DEBIF

DEBIT

$185.00

§440,00

$915.00

$364,00

4525.00

$364.00

$489.00

$195.00

$364.00

$185.00

$2B5.00

%195.00

$440.00

$185.00

$470.00

§364,00

$195.00

$364.00

$275.00

§470.00

$364,00

PLUSSQON-5185

ATAZ5005-$440

AT CHOICE FAMILY + CI

MAT CHOICE N-$384.21 125

ATATS00F-$525

NAT CHOICE N-$364.21 75

MAT CHOICE N-5364.21 125

ATAZ500N-4195 75

NAT CHOICE N-$364.21 75

PLUSS00N-§185

ATAZS00N-$285

ATAZS00N-$195 75

ATAZS005-$440

PLUSS00M-5185

ATASO0OF-$470

NAT CHOICE N-$364.21 125

ATA2500M-3195 75

WAT CHOICE N-$364.21 73

PLUS 5008-275

ATAS000F-$470

NAT CHOICE N-$364.21 75

ERIC HEAD

WAYNE BULL

WAYNE BULL

WAYNE BULL

ERIC HEAD

ERIC HEAD

WAYNE BULL

ERIC HEAD

WAYNE BULL

WAYNE BULL

WAYNE BUEL

HEATH PARKS

WAYNE BULL

HEATH PARKS

NG DEPARTMENT ND

NG DEPARTMENT ND

NC DEPARTMENT ND

HEATH PARKS

£0.00

40,00

$0.00

$0.00

£0.00

50,00

$105.00

" so.00

$0.00

40.00

$0.00

$0.00

$0.00

0,00

£0.00

$0.00

40,00

$0,00

$0.00

a.00

$0.00

{£6.00)

($6.00)

$80.02

$10.75

{$6.00)

$10,75

$10.75

($6.00)

$10,75

($6.00)

($6.60)

($6.00)

($6.00}

($6.00)

(§6.00)

$10.75

($6.00)

$10.75

$75.04

{$6.00)

$10.75

£0.00
50,00
$0.00
$0.00
50,00
$0,00
.00
$0.06
$0,00
$0.00
50.00
$0.00
$0.00
$0.00
0,00
$0.00
$0.00
$0.00
$0.00
$0,00

50,00

{46.00)

{$6.00)

80,02

$10.75

(%6.,00)

$10.75

511575

($6.00)

410,75

($6.00)

{$6.00)

{$6.00)

($6.00)

{46.00)

(56.00)

§10.75

{$6.00)

10,73

§75.54

($6.00)

$10.75

2y 7=

5094




279648 PARTHENA  (EERIREI

279108 JOYCE

279593 soLomon il

279710

277683

277688

H-277835

279154

279286

279981

279313

279313

279309

279110

279154

279084

279117

277853

DANIEL

il

patrics QiR

crmsTive  quil

nxamam:m,

KARA

.

rancy QRSN

JAN

S

P
ricrare Gy

CLGA

MARK

KARA

kerhieen

PERSIA

ROBERT

-
i

547558

547680

547681

548306

548307

548431

548432

548434

548436

549175

549176

549176

548707

548746

549461

548435

550306

351149

02/02/2010

02/04/2010

02/04/2010

a2/03/2010

02/03/2010

02/05/2010

02/85/2010

02/05/2010

02/05/2018

02/05/2010

02/05/2010

02/05/2010

02/03/2010

02/03/2010

02/05/2010

02/08/2010

02/11/2010

02/11/2010

a2/01/2010

11/01/2008

02/01/2010

02/02/2010

01/21/2010

01/21/2010

01/22/2010

01/25/2010

01/27/2010

02/04/2010

01/27/2010

0172772010

0172772010

11/01/2008

01/25/2010

11/01/2008

ii/01/2008

‘g1/22/2010

02/01/2010

02/01/2010

z/01/2010

42/062/2010

¥2/02/2010

02/02/2010

027022010

02/02/2010

02/02/2010

DZ/04/2010

02/04/2010

D2/04/2010

0240372010

02/03/2010

02/05/2010

02/02/2010

02/05/2010

02/08/2010

03

S01

S0t

501

501

501

505

S0

501

S0t

501

501

501

501

s01

RO3

RO3

Rl

CaRD

BANK

BANK

BANK

BANK

BANK

BAKRK

BANK

BANK

BANK

BANK

BANK

DEBIT  $525.00

DEBIT  $364.040

DEBIT  $285.00

DEBIT  $195.00

DEBIT  $855,00

DEBIT  $B55.00

DEBIT  $260.00

DEBIT  $525.00

DEBIT  $364,00

DEBIT  $364.00

DEBTY  $340.00

DEBIT  %340.00

CREDIT | ($364.00)

CREDITI  ($1.20)

CREDIT [ ($525.00)

DEPIT  $364.00

DEBIT  $364,21

DEBIT  $275.60

ATA7S00F-§525
NAT CHOICE M-$364.21
ATA7S00N-$285

ATA2S0BN-$195 75

75

MAT CHOICE F-3855.01 75

NAT CHOICE F-5855.01 75

ATAS000S - 390

ATATSOOF-$525

NAT CHOICE N-$364.21 125

NAT CHOICE N-$364.21

ATA2500N-$340

ATA25005-£340

NAT CHOICE N-$364.21

NAT CHOICE S-4662.80

ATA7S00F-$525

NAT CHOICE N-53564,21

NAT CHOICE M-£364.21

PLUS 5005-275

75

75

HEATH PARKS

ERIC HEAD

HEATH FARKS

WAYNE BULL

HEATH PARKS

WAYNE BULL

WAYNE BULL

WAYNE BULL

HEATH PARKS

HEATH PARKS

WAYNE BULL

STEPHANIE WALTZ

WAYNE BULL

WAYNE BULL

WAYNE BULL

$0.00

40,60

$0.00

$0.00

$0.00

40,00

$0.00

$0.00

$0.00

$0.00

%0.00

$0.00

30,00

$0.00

40,00

$0,00

40,00

$0.00

{46.00)

$10.75

{$6.00)

(36.00)

$43.61

$43.61

(46.00)

(46.00)

$10.75

$10.75

$139.00

$139.00

{$10,75)

($32.55)

£6.00

£0,00

£0.00

$0.00

40.00

$0.00

$0.00

40,00

$0.00

$0.00

$0,00

$0.00

$0.00

$0.00

$0.00

$0.00

40,00

$0.00

$0.00

40,00

$0.00

$0.00

Sub-Total

Points

{46.00)

£10.75

(46.00)

(46.00}

$43.61

$43.61

($6.00)

(56.00)

$10.75

$10.75

$139.00

§139,00

($16.78)

($1.20)

$0.00

($6.00)

($6.00)

($5.00)

$B7B.6T

(586.43)
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ATA Payout Report: 02/22/2010

MEMBER T, FIRST NAMI LAST NAME TRANS ID _FUND DATE CREATED DA? BILLED DATE BILLI METHO TYPE AMTY BIL PLAN SALES PERSON FIRST TIM RECURRIN PLAN ADD TOTAL PAYOUT
277639 DENNIS AT 548892 02/08/2010  01/21/2010  0Z/63/2010  S01  BANK DEBIT  §365.00 NAT CHOICE N-$365 WAYRE BULL $0.00 $11.54 $0.00  $11.54 i w|£
275782 DUSHYAUT ouiaiiigp 548893 02/0B/2010  02/03/2010  02/03/2010 501 BANK DEBIT  $525.00 ATA7500F-$525 $0.00 ($6.00) 50,00 ($6,00) \‘__ .-u.mv%
¥
-
279861 GARY L] 548894 02/08/2010  02/03/2010  02/03/2010  SO1  BANK DEBIT  $365.00 NAT CHOICE N-$365 ERIC HEAD $0.00 $11.54 $0.00  $11.54 i .Ui
. il
279858 GLORIE N 548895 02/08/2010  0Z/03/2610  02/03/2010 SO BANK  DEBIT  $364.00 NAT CHOICE N-$364.31 75 HEATH PARKS £0.00 $10.75 $0.00  $10.75 73, s
279457 JEANNE NI 548896 02/08/2010 01/28/2010 02/03/2010 S01 BAMK DEBIT  $275.00 FLUSS005-275 $0.00 $0,00 $0.00  $0.00 lv u. abm.
279120 samny R 549283 02/09/20i0  11/01/2008  02/04/2010 S0t  BANK DEBIT  $855.00 NAT CHOICE F-4855.01 125 ERIC HEAD $0.00 $43.61 $0,00  $43.61 r.m .w na.u ]
277835 G 550302 02/10/2010  01/22/2010 02/05/2010 501 BANK  DEBIT  $260.00 PLUSSDOS - 275 WAYNE BULL $0,00 (46.00} $0.00  ($6.0M)
277791 MATHEW  Gumii® 550303 02/10/2010  03/22/2010  D2/05/2010  SO1  BANK DEBIT  $185.00 PLUSS500N-$185 ERIC HEAD $0.00 {$6.00) $0.00  ($6.00) YR mwrm
- N\l\
279001 MicHAEL IR 550304 02/10/2010  01/23/2040  02/05/2020  S01  BANK DEBIT  $557.00 ATA7500F-$557 $0.00 §26.00 $0,00  $26.00 tat Y 45
Ay
279286 Nancy NN 550305 02/10/2018  01/27/2010  02/05/2010  S01  BANK DEBIT  $364.21 NAT CHOICE N-$364.21 125 WAYNE BULL $0.00 $10.75 $0.00  $10.75 LA TR
279356 RICHARD ARSI 550307 02/10/2010  01/27/2010  02/05/2010 SO0t  DBANK DEBIT  $428.00 ATASDOOS + CI428 WAYHE BULL $0.00  §111.87 $0.00 $1:11.87 21 .m.» ?
. —
277682 RONALD (i 550308 02/10/2010 13012008 02/05/2010  S01  BANK  DEBIT  $285.00 ATAYS0ON-$285 ERIC HEAD $0.00 ($6.00) $0.00  ($6.00) o 5, 75
s
279782 DUSHYAUT il 551143 02/11/2010  02/03/2010  02/08/2010  S81  BANK DEBIT  $525.00 ATA7500F-$525 $0.00 (£6.00) 30,00 ($5.00) ii. 2o
- arer
279991 J0ANNA il 551333 03/10/2010  02/04/2010  02/09/2010  S03 CARD DEBIT  $364.21 MAT CHOICE N-$384.21 75 WAYNE BULL 0,00 510,75 40,00 $10.75 LN\ B
279917 KHAIROOL oyl 551334 02/16/2010,  02/04/2010  02/09/2010  S01 CARD DEBIT  4285.00 ATAV509W-$285 WAYNE BULL $0.00 ($6.00) $0.00  ($6.00} ) w K m
\ I
279130 DONALD (il 551464 07/12/2010  11/01/2008  ©2/09/2010  S01  BANK  DEBIT  §260.00 ATASODON-5260 ERIC HEAD $0.00 {56.00) $0.00  (46.00) &f 3. T
-
PYCTPCRT-NA 551466 03/12/2010  11/01/2008  02/03/2010  Se1  BANK  DEBIT  $385.00 MAT CHOICE N-$365 MO DEPARTMENT NO $0.00 §11.54 40,00 $11.54 : 3 rm
279126 JavEs  RENENIAED 551467 02/12/2010  1101/2008  62/05/2010  S01  BANK $280,00 ATA25005-$280 $0.00  ($66.00) $0.00 (366,00 —f U, fiui



279824 Karrry = 551468 02/12/2010  02/04/2010  02/09/2010 501  BANK  DEBIT  $275.00 PLUS500S - 275 ) $0.00 $0.00 $0.00  $0.00 xxwm..fm

21.
280009 JILL 551450 02/12/2010  02/04/2010  03/09/2010  S01  BANK DEBIT  $470,00 ATASOOCF-§470 WAVYNE BULL $0.00 {56,00) $0,00  ($6.00) ;57D
75
-
280070 LINDA P SE1470 02/12/2010  D2/08/2010  02/08/2010  S01  BANK DEBIT  $195.00 ATAZSOON-$135 75 WAYHE BULL $0.00 ($6.00) $0.00  (%5.00} ok A
~
. -
770121 MARIA D 551471 02/12/2010  11/01/2008  02/08/2010  S01 BANK DEBIT  $663.00 NAT CHOICE S-$663 ERIC: HEAD $0.00  $30.75 $000  §30.75 G0 . 32
: 15,73
o131 susan R 551474 02/12/2010  11/01/2008  02/09/261C  S01 BANK . DEBIT  $195.00 ATA2SDON-$195 125 STEPHANIE WALTZ $0.00 (56.00) $0,00  (55.00) H£a.
. el
270132 pautne VD 551475 02/12/2010  11/01/2008  02/68/2010 SO0  BANK OEBIT  $364.21 NAT CHOICE N-$364.21 75 WAYNE BULL $0.00  $10.75 $0.00  $10.75 707
—-
279133 paTrecra  EEEER S51476 02/12/2010  11/01/2008  02/09/2080 501  BANK DEBIT  $364,21 NAT CHOICE N-$364.21 75 WAYNE BULL 60,00  $10.75 $0.00  $10.75 F0.7%
e
279844 MARK o $51478 02/12/2010  02/03/2010  02/09/2030 501 BANK DEBIT  $5662.80 NAT CHOICE S-$662.80 75 WAYNE BULL $0.08  $30.55 $0.00  $30,55 HOLPS
. -
260454 NICK . 553291 03/12/2010  0/11/2010  0Z/i1/20010  S01 CARD DEBIT  $285.00 ATA7500N-$285 ERIC HEAD $0.00 ($6.00) $0.00 (46,00} & )
277709 DUNE $62367 02/10/2010 04242010  0/10/2010 501 BANK  CREDIT ($185.00) PLUSSOO-5185 WAYNE BULL $0.00 6,00 $0,00  (26.00)
279123 MICHOLAS D 55i473 03/16/2010  11/01/2008  0/09/2010  RO4 BANK DEBIT  $364.21 NAT CHOICE N-§364.21 75 STEPHANIE WALTZ $0.00 $0.08 $0.00  (36.00)
279924 KaTHRYY RN 51466 02/16/2010  02/04/2010  02/09/2010  RO3  BAMK DEBIT  $275.00 PLUS500S - 275 $0.00 $0.00 $0.00  $0.00
279505 S 552649 02/17/2010  02/01/2010  63/40/2010  RD3 BANK DEBIT  $195.00 ATA2500N-$195 75 HEATH PARKS $0.00 $0.00 4000 ($6.00)
280469 MicHacl  CEEEND 553436 02/18/2010  02/11/2010  0Z/11/2010  RO1 BANK DEBIT  $165,00 PLUSS00N-$185 . WAYNE BULL $0.00 $.00 $0.00 ($6.00) AT v
27r0e mson gl 555810 02/18/2010  D1/21/2010  02/17/2010  FRAUD CARD DEBIT  $195.00 ATAZS0ON-$195 75 HEATH PARKS $0.00 $0.90 §$0.00  ($6.00) o Lo
7708 1ason i 556839 02/19/2010  04/21/2010  02/16/2010  FRAUD CARD DEBIT  $185.00 ATA2500N-$195 75 HEATH PARKS 40,00 $0.00 $0.00 (46,00} one &
“1 < A
Sub-Totel  $183.15 Y A
5,
R
Points ($43.70) { 4. e \-A

i

Total Payout  $119.45 Nh ..N M\, s mw.r.o x..
<.
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FEB 11 2010
Mr. Obed Kirkpatrick
Mr. Bart Posey
American Trade ‘Association & Smart Data Solutions, LLC
4676 Highway 41 North :
Springfield, TN 37172

Gentlemen:
Re: Investigation of American Trade Association Health Plans

This office is conducting an investigation of the above-referenced matter pursuant to §504(a)(1)
of the Employee Retirement Income Security Act of 1974 (“ERISA”), 29 U.8.C. §1 134(a)(1), to
"determine whether any person has violated or is about to violate any provision of Title I of
ERISA. Enclosed is a subpoena which requires you to produce certain documents and records in
connection with that investigation. ' '

Your personal appearance pursuant to this subpoena will not be required at this time provided the
documents are produced on or before the date noted in the subpoena. You will be informed at a
later date if your personal appearance to testify is required. Inasmuch as your appearance is not
now being required, please provide a cover letter with your response which identifies the
documents being produced. Your cover letter should also state whether a diligent search has
been made for the subpoenaed documents and that the documents transmitted constitute all
documents called for by the subpoena. '

The subpoena requests that documents maintained in electronic form, Electronically Stored
Information (“ESI”), be produced in electronic form. The formats in which EBSA can accept
ESI are listed in the subpoena. When producing ESI, the material should be produced as
maintained on your computer system, i.e., ESI should be produced with all files, folders and sub-

folders intact, and emails should be produced with all attachments intact.

In reference to document production items #37 and #40, in lieu of providing copies of all notices
sent to employer-sponsored participants, please provide 10 examples of each notice.

If any documents called for are not furnished, please list such documents and indicate, their
location and the reason for their non-production.

This inquiry should not be construed as an indication that any violations of law have occurred or
as a reflection upon any person involved in this matter. ‘ :




If you have any questions concerning your rights and duties, you may wish to consult counsel. If
you have any questions concerning the subpoena or the documents required to be produced,
including the production of ESI and the appropriate format and media, please call Senior
Investigator Michael Morrow at (404) 302-3940. '

' 7@ ?/ [ L‘}

R.C. MARSHALL
Regional Director

Enclosure

L:MCCONNELL\MORROW\21635\ATA\Subpoenacover letter.doc



SUBPOENA ARO 40-1155

- _UNITED-STATES OF AMERICA

DEPARTMENT OF LABOR
Employee Benefits Security Administration

To:  Mr. Obed Kirkpatrick

Mr. Bart Posey :
American Trade Association & Smart Data Solutions, LL

4676 Highway 41 North
Springfield, TN 37172

You are hereby required to appear before Senior Investigator Michael Morrow of the Employee Benefits
Security Administration, U.S. Department of Labor, at 61 Forsyth Street, Suite 7B54, Atlanta, GA 30303, on
the Ist day of March 2009, at 9:00 a.m. of that day, in the Matter of an invesiigation of the

American Trade Association Health Plans

being conducted pursuant to Section 504 of the Employee Retirement Income Security Act of 1974 ("ERISA"),
29 U.5.C. Section 1134, in order to determine whether any person has violated or is about to violate any

provision of Title I of ERISA or any regulation or order thereunder;

And you are hereby required to bring with you and produce at said time and place the following books,

papers, and documents:

See Attached
Fail not at your peril.
SENT  ORN
TN . | -
7 \v ] -9:33 In testimony whereof I have hereunto affixed my signature
'Lﬁ/ L,-fﬁq : \\ o  and the seal of the United States Department of Labor
/ 2 = \?
= I =7 f} < ) at __ Atlania, Georgia

=NE Y - this ;o day of February, 2010

Sy ¢ T |
Gres 7 < (00
R.C.

[.L, Regional Director

R
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Attachment to Subpoena

AMERICAN TRADE ASSOCIATION

DEFINITIONS:

The words “You™ or “Your” shall mean Mr. Obed Kirkpatrick and Mr. Bart Posey
and any predecessor or successor corporations, alias entities, divisions, affiliates
or subsidiarics, as well as all present or former owners, officers, directors,"
partners, employees, agents, or other persons acting on its behalf or under its

direction or control.

“American Trade Association” shall mean any' alias entity, affiliate, subsidiary,
division or employee of such, to also include entities which are related, or under

common centrol or ownership.

“Smart Data Solutions, LLC” shall mean any alias entity, affiliate, subsidiary,
division or employee of such, to also include entities which are related, or under

common confrol or ownership.

The term “Plan” and/or “Plans” shall mean any ERISA-covered health or medical
plan serviced by, under fiduciary control, or under duected—trustee control of

American Trade Association.

The term "Plan" and/or “Plans” shall mean an empacyee benefit plan as defined in
section 3(1) of the Employee Retirement Income Security Act of 1974 (ERISA),
29 U.S.C. Section 1002(1) and sections related thereto.

The term “participant or participants™ shall mean mdlwduals who participate or
participated in the Plan(s);

The torm “beneficiary” shall mean a person entitled to a benefit arising from an
appointment, assignment, disposition, instrument, orlegal arrangement;

- The term “document” or “documents” means, including but not limited to, ail
. writings, recordings or electronic data consisting of letters, words, or numbers, or

their equivalent, set down by handwriting, typewriting, word processing, printing,
photostatting, photographing, magnetic impulse, mechanical or electronic
recording, still photographs, X-ray films, video tapes, motion pictures, electronic
mail messages (email), voice mail messages, electronic instant messages (IM),
spreadsheets, databases, facsimile, electronic calendars and contact managers,
back-up data, and or other form of data compilation, stored in any medium from
which information can be obtained (including but not limited to magnetic tape,
magnetic disk, CD-ROM, DVD, optical disk, flash drive or other electronic or
mechanical storage device), however produced, reproduced or stored, of every
kind of description within the Company’s possession, custody, or control of any



=

M.

GENERALLY APPLICABEE INSTRUCTIONS

agent, employee representative or other persons acting or purportmg to act for or

on behalf of the Company, included but not limited to notes; memoranda; records;
reports; correspondence; telexes-and faxes; agreements; contracts; accounting or
financial records or worksheets; account books; journals; ledgers; bills; receipts;
_vouchers; transcripts or notes of conversations or meetings; minutes of meetings;

statements; directives in any form from general partners or other representatives;
diary entries; studies; summaries and/or records of telephone conversations;

interviews, meetings and/or ~corferences; tabulations; and statinclode—the— -

original and all non-identical copies; all drafts even if not published,
disseminated, or used for any purpose; all notes, schedules, footnotes,
attachments, enclosures, and documents attached or referred fo in any document
to be produced pursuant to this subpoena.

The term “relate to” or "relating to" means constituting, referring to, pertaining to,
responding to, regarding, evidencing, explaining, discussing, depicting, analyzing,
or containing any information which in any way concerns, affects, or describes
the terms or conditions, or identifies facts, with respect to the subject. of the

inquiry.

The term “communication” or “communications” means any oral, written or other

exchange or transmission of information (in the form of facts, ideas, inquiries,
opinions, analysis or otherwise), including correspondence, memos, reports,
facsimiles, emails, electronic documents, telephone conversations, telephone or
voicemail messages, face-to-face meetings or conversations, and Internet postings
and discussions.

The term “email” or “electronic mail” means any electronic communication made
using computer communications software, whether through a local computer
network or through the Internet, and whether maintained in electronic form and/or
paper-form—Email-maintained-in-clectronic form may be produced in electronic

fu"m

The terms “and” and “or,” as used herein, shall be construed conjunctively or
disjunctively as necessary to make the request inclusive rather than exclusive.

The use of the word “inclﬁding" shall be construed to mean "without limitation."

._..AHM.

Scope of search.— This subpoena calls for all documents in your possession,
custody, or control. . You are required to search for, obtain, and produce all
responsive documents, including without limitation documents that are in your
custody or control, but not in your immediate possession. This includes any
responsive documents in the possession, custody, or control of any person acting
on your behalf or under your direction or control, such as your emplo

accountants, agents, representatwes, attorneys, or advisors- - - ¢ e s




(i

F.

Relevant time period. Unless otherwise specified, the time period covered by this
subpoena is from January 1, 2007 to the date of production. Documents created
prior to January 1, 2007 which have been used or relied on since January 1, 2007
or which describe legal duties which remain in effect after January 1, 2007 (such
as contracts), shall be considered as included within the time period covered by

this subpoena.

Privileges and Protections. If you do not produce documents because you object
to part of or ‘an aspect of a request, please provide a written response stating the

" precise basis for the ‘objectionand produceall" documents responsive to the

remaining part or aspect of the requests.

If any documents responsive to this subpoena are withheld because of a claim of
privilege, identify the documents you claim are privileged in a written response,
and indicate for each such document: 1) the nature of the privilege or protection
claimed; 2) the factual basis for claiming the privilege or protection asserted; 3)
the subject matter of the document; 4) the type, length, and date of the document;

5) the author of and/or signatory on the document; and 6) the identity of each
person to whom the document was directed or distributed.

Electronically stored information. If any document called for by this subpoena

. exists as, or can- be retrieved from, information stored in electromic or

computerized form, then you are directed to produce the document in
computerized form in one of the following formats: Microsoft Word {doc),
WordPerfect (wpd), Rich Text (rtf), Microsoft Outlook (pst), Microsoft Outlook
Express (msg), Microsoft Excel (xls), Microsoft Access (mdb), PDF, TIFF, CSV,
ASCIL TXT, Concordance, or Quickbooks. Files of the preceding types can be
submitted in a ZIP compressed format. Sufficient information including
sufficient identification of the applicable software program and passwords, if any,
should be provided to permit access to and use of the documents. Images created
through a scanning process should have a minimum resolution of 300 dots per

inch (dpi).

Tenses. -Verbs used in the past tense should be read also to include the present
tense, and verbs used in the present tense should be read also to include the
present tense. ‘

Singular/Plural. The singuler number of 2 noun, pronoun; or verb should be read
aiso to inciude the plural, and the plural number of a noun, propoun, or verb

G. __Word, Neutrality. All_words _and phrases shall be construed as masculine,

feminine or gender neutral as necessary to bring within the scope of this subpoena
documents that might otherwise be construed to be outside its scope. ‘



I Manner of production. All documents produced in response to this subpoena

—~—ghalcomply-with-the following-instructions: —ooomewz o mowmnziem @ moe s o

a. You should conduct your searches for responsive documents in a manner
sufficient to identify the source and location where each responsive

document is found.

b. . 'Aﬂ“&ocuments*prmiucedﬁrrésp&rﬁe—t&thi&subpeeaa—_shall-b@—sgg:egamd___“mﬁ
and labeled to show the document request to which the documents are
LU T T Tespongsive sid the source and Tocation where thedocurments-were found.

To the extent that documents. are fbund in file folders and other similar

c.
containers that have labels or other identifying information, the documents
shall be produced with such file folder and label information intact.

d. To the extent that documents are found attached to other docuiments, by

. means of paper clips, staples, or other means of attachment, such
documents shall be produced together in their condition when found.

e. All documents provided in response to this subpoena are to include the
marginalia and post-its, as well as any attachment referred to or
incorporated by the documents.

f. In the event that there are no documents responsive to a particular request,
please specify that you have no responsive documents. :

g. If documents relied upon or required to respond to any of this subpoena, or

requested documents, are no longer in your possession, custody, or
: control, you are required to state what disposition was made of such
—— documents, including identification of the person(s) who are believed to
: be.in possession or control of such documents; the date or dates on which
such disposition was made, and the reason for such disposition.

h, Electronic media: To the extent that the documents that are responsive to

this subpoena may exist on electronic media, those documents shall be
provided on ome of the following media: Compact Disk—Read Only
Memory (CD-ROM), Digital Versatile Disc-Read Only Memory (DVD),
——or'USB-hard diive: e L




kbo

10.

11,

[
b

13.

DOCUN{ENTS TO BE PRODUCED:

Documents that list, describe or otherwise identify all American Trade Association
current and former ERISA-covered employee benefit plan clients, including, but not
limited to, plan name, sponsor name and address, contact name and telephone number,

employer identification number and plan number, and name(s) of plan trustee(s);

~ Documents that‘*ﬁgt;‘d‘éscﬁ‘rye—ormtherwise—idenﬁfyua}}—emp}m SUP—COREREIE—— — s

negotiated by American Trade Association and/or Smart Data Solutions, LLC with plan
sponsors/employers; . o : .

Census Data for all employer groups participating in the BASIC, PLUS, PREMIER,
ADVANTAGE, BRONZE, SILVER, GOLD, LIMITED IDEMNITY BENEFIT, PER -
OCCURRENCE, COMPREHENSIVE MEDICAL, ACCIDENTAL MEDICAL AND
CRITICAL ILINESS PLANS sponsored and/or serviced by American Trade
Association;

Documents that list, describe or otherwise idenﬁfy participants enrolled in any form of
membership in the American Trade Association Health Plans;

Documents that list, describe or reflect any membership dues, fees, or payments collected
from and/or received from employer-sponsored participants; :

Documents 'that list, describe or reflect any membership dues, fees, or payments
collected from and/or received from employer groups and/or plan sponsors;

All internal and external audit reports, actuarial due diligence reports, and ERISA
compliance reviews;

All contracts and-poligies with employers.and plan sponsors;

All contracts and policies with service providers providing services to the Plans that
service employer groups;

Documents related o any lawsuits brought by American Trade Association against any

party;

Documents relatedto—any lawsuits—and/or-cease and desist orders brought. against
American Trade Association and/or Smart Data Solutions, LLC;

Documents that list, describe or otherwise identify any insurance carriers, reinsurance

carriers and/or stop-loss carriers associated with the Plansoverseas;

All Plan ftrustee meeting minutes, administrator/administrative committee meeting
minutes, and marketer/broker meeting minutes;



14. Records evidencing employer and employee contributions to the Plans including, but not
" limited to, records- of Consolidated Omnibus Budget Reconciliation. Act.of. 1985 .
(COBRA) premiums pald by/on behalf of electing participants/beneficiaries;

15. Billing Invmces including but not hrmted to documents reﬂectmg fees charged by
American Trade Association for providing services to the Plans for each plan

sponsor/employer group;

16. All auto-debit, auto-draft anthorizations obtained from plan sponsors/employer groupe;

17. Documents that list, refer to or relate billings and receipts to corporate and personal credit
cards for payment of plan premiums by plan sponsors/employer groups;

18. Documents reflecting all travel and entertainment pertaining to the Plans paid on behalf
. of or reimbursed to employees and agents of American Trade Association;

' 19. Bank statements, including cancelled checks, for all employer accounts from Jauuary 1,
2007 to the present; _

20. American Trade Association Health Plan policies and procedures manuals, and any
documents, which contain written policies, gmdeimes and procedures for the Plans;

21. Each Summary Plan Description and/or Summary of Benefits, including material
modifications, used by American Trade Association;

22. All versions of the Plan Document and any trust agreement, including material
modifications;

23. Adoptioﬁ agreement(s), including amendments;

24, Fidelity/crime bond policy;

25. Fiduciary liability insurance policies and errors and omissions insurance policies;

26. Marketing matenals faxes, promotional and sales material, including all documents
related to the solicitation of membershjp, including written presentations and proposals;

27: Documents that list, describe or otherwise identify the names, addresses, and telephone
arlra

numbers of all individuals, brokers, and selling agents who sell, market, or solicit
employers to participate in or join the Plans;

e —QSrDecumenis_thatJisf,_deseﬁthQLhem;se identify all commissions, fees, etc., paid to
sales agents, brokers, marketers or anyone for the placement of employers in the Plans;

29, Al actuanal reports or studies completed and/or drafted to determine the amount of
smployer/participant premiums; :



30. Any documents, whether internal or external, used to determine the amount of premiums

and ass“o“cﬁﬁﬁb’ﬁf@é‘s‘to“t:hargfemplnyersrplaﬂ“spansers‘and@aftie—-i—paﬂts;

31. All documents procured during due dilipence activities to determmc the financial

- soundness of all service ﬁTDVldGl"S i

32. All documents procured durmg due dlhgence activities to determme the financial
soundness of the Plans;

33. Forms 5500 for the years 2007 2008 and 2009 for all emponer groups; -

34, All Tnternal Revenue Service letters of Tax-‘exempt status;

35. Documentation of administrative expenses for the employer-sponsored Plans, including .
accounting, actuary, contract adminjstration, valuation, investment, Iegal trustee and

other expenses paid by the Plans. Documentation must include invoices or be in
sufficient detail to determine exactly what services or tasks were performed;

36. Documents sufficient to identify a]l corporate bank accounts owned and utilized by
American Trade Association to include, but not limited to, bank address, bank name,

account numbers, account name, and 51gnatoncs of the accounts;

37. Documentation reflecting all states in which the Plans have employer groups and

participants covered under an employer/plan sponsor arrangement;

18 Licensure from each state in which American Trade Association is licensed to sell
' insurance to employers/plan sponsors; ‘

39. All certificates of creditable coverage issued to employer sponsored participants who
have left the Plans, as required by the Health Insurance Portability and Accountability

Aran

Act of 1996 (HIPAA), {h lieu of providing all notices, a list of all notices sent with 10

FA a2 g

actual examples may be provided);
40, COBRA notices issued under the Plans;

- 41, Letters of determination and notification of creditable coverage issued to employer
groups/participants/beneficiaries relating 1o any claims processed as paid or denied under

the Plans (Individual Detcnmnauon [oetiers) as reqt{ired‘oyﬁ'}?ﬁﬁ;' -

42. Notices of Preexisting Condition Exclusion prowded to participants/beneficiaries since:

Japuary 1, 2007;

43, Notices sent to employers, plan sponsors and participants of the Plans under the Women's
Health and Cancer Rights Act;

44. Any legal opinions or correspondence related to the Plans;”



45 Any documents .related to the formation. of a separate entity to. which the Plans or

-~ Arverican Trade Associationhasorwill-assign any rights to-civil lawsuits brought by-the

Health Plans or American Trade Association;

46. Documents that reflect current unpaid medical claims in ERISA-covered employer
arrangements; ‘

47. Documents that 1ist, describe ot othierwise Tdentify anywelaims disputeprovesses;—

48. All communications with employers and emplojfer-sponsored participants relating to
claims payment and claims dispute;
49. All communications regarding complaints received from participants, plan sponsors and

employers and responses provided;

50. Documents that list, describe or otherwise identify the names, job titles, direct-line work
telephone numbers, home addresses, home telephone numbers and cellular telephone

umbers of ull-time and part-time employees and/or consultants employed by American
Trade Association and Smart Data Solutions, LLC; ;

51. Documents that list, describe or otherwise identify all facsimile numbers utilized by
American Trade Association and Smart Data Solutions, LLC.







March 25, 2010

Plainview Hospital
Po Box 4324
Manhasset, NY 11030

Re: Request for Medical Records
Reference: Member ID 02023r21080
Date of Birth: 01/25/65

Dear:

The purpose of this letter is to request medical records for Michael
Rainone for date of gervice 01/08/10. The medical records should
include nurse's notes, test results, consultations with specialists
and/or referrals. Your promt attention regarding this request is
greatly appricated.

Sincerely,

SDS

CLATMS DEPARTMENT

.Toll Free: B800-591-6764
Fax: 800-546-7402



STATE OF TENNESSEE )

COUNTY OF DAVIDSON )

I, Trey King, being duly sworn, hereby depose and aver as follows:

1.

3.

AFFIDAVIT OF TREY KING

2
=
-
2

)

'
—
o
4
—

ot

I am employed as an Investigator by the Office of Investigative Services Division of the

¢

Attorney General’s Office of the State of Tennessee (“Division™) and have served in that

capacity for approximately 6 years. In my position with the Division, 1 am responsible for
investigating certain matters assigned to me. I also maintain the custody of documents
and other evidence for the investigations that I have been assigned. 1 have been employed
with .the State of Tennessee since 2000. Before working as an Investigator for the
Division, I was a Legislative Audit Investigator for the Comptroller’s Office of the State

of Tennessee for 4 years. I hold a Bachelor of Science degree in Criminal Justice

Administration from Middle Tennessee State University. Also, [ am a Certified Fraud -

Examiner and a member of the Association of Certified Fraud Examiners.

I am currently the investigator assigned to the matter of the American Trade Association,
LLC (ATA LLC), American Trade Association, Inc. (“ATA”), Smart Data Solutions,
LLC (“SDS”), Bart S. Posey (“Posey”) and others. All of the knowledge I have 6btained
about the activities of ATA LLC, ATA and SDS and the persons and entities affiliated
with ATA LLC, ATA and SDS have been obtained over the course of my investigation.

In October 2009, I was assigned to this matter to investigate ATA LLC, ATA, SDS, and

_ Posey for potential violations of Tennessee law. Since that time, I have interviewed
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Affidavit of Trey King

individuals involved. I have also collected and examined contracts, sales materials, the
different ATA LLC and ATA websites, and other documents.

4. As of March 26, 2010, I have been conducting an investigation of activities of SDS and
ATA at their offices located at 4676 Highway 41 North, Springfield, Tennessee 37172
and 400 Memorial Blvd., Springfield, Tennessee 37172.

5. During the course of my investigation, I reviewed emails that I personally printed from
the computer of Bart S. Posey, who is the owner and managing member of SDS, located
on the premises of SDS. From my review of Posey’s desktop/office computer, it appears

that he uses the email address bposevi@sdsfirst.com for business related matters.

Attached hereto as collective Exhibit A, is a selection of emails that I found on, and
produced from, Posey’s computer.

6. 1 also reviewed documents located in Posey’s office as well as documents electronically
stored on the aforementioned computer. 1 personally printed, and made copies of a
selection of documents that were either physically located in his office, or found
electronically stored on his desktop/office computer. Attached hereto as collective

Exhibit B, is a selection of those documents.

FURTHE FIANT SAITH NOT.
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Bart Posey

From: Bart Posey [bposey@sdsfirst.com]
Sent: Tuesday, April 22, 2008 10:05 AM
To: ‘wworthy35@comcast.net’
Subject: RE: File

William, How can you be getting heat for not following rules,when we have
not received any. Because I would have changed them to make sure we could
do what we say. '

Bart

————— Original Message—----- :
From: wworthy3blcomcast.net Imailto:wworthy35@comcast.net]
Sent: Monday, April 21, 2008 9:36 PM

To: Rart Posey; Angie Posey

Subject: Fw: File

Bart,

You forgot me. Do not ask for any call or favors out of Colin. He will not
be there.

Walt has filled his ear full of shit about you and Rick and I have chandge
" hisg mind.

The premium is due at the lastest of the 15th of the following month. This
is totally unacceptable and will not be tolerated. This is the first
Warning that I must give you guys to continue in the program.

T am getting a lot of heat for nct followling the rules.

I must have the file and the wire, NO EXCEPTION!!!!

William
Sent from my Verizon Wireless BlackBerry

————— Originail Message--—--—-
From: wworthy3b€comcast.net

Date: Mon, 21 Apr 2008 23:18:24
To:"Bart Posey" <bposeylsdsfirst.com>
Subtbect: File

Bart,

Please do not forget to get Angie to send me the file tonight and wire the
money in the morning. -




Thanks,

William
Sent from my Verizon Wireless BlackBerry

No virus found in this incoming message.
Checked by AVG.

Version: 7.5.524 / Virus Database: 269.23.2/1389 - Release Date:

B:34 AM

No virus found in this outgoing message.
Checked by AVG.

Version: 7.5.524 / Virus Database: 269.23.3/1391 - Release Date:

8:15% AM

472172008

4/22/2008



Bart Posey |

From: wworthy35@comcast.net '
Sent: Thursday, February 12, 2009 8:02 AM
To: Bart Posey

Subject: - Meeting

Bart,

Just a few items:
T would give them the history of all of the other Mini Medical carrier!
Great business, profitable and boom, they term you.

Tell them that Beema came to you looking for a partner. Set up a captive
for your block.

You do not sell business, but adminiszter and "Manage" the business for
Beema through the Captive.

You might want to mention that they are trying to purchase an insurance
company as we speak!

With millions of people uninsured and layed off, through RBA/ATA you are
providing an affordable solution for the problems that many pecple face.

Sent from my Verizon Wireless BlackBerry
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Bart Posey

From: wworthy35@comcast.net
Sent:  Tuesday, March 24, 2009 9:35 PM

To: Bart Posey
Cc: Dave Clark
Subject: Re:

Bart,

We all have spent a tremendous amount of time on our programs with Beema/Serve
America and | do not think that either party is trying to mess up anything.

| am going to Ohio tomorrow to meet Dave with Paul from AFID. He, Paul, states that he
has a couple of blocks to move and that he would like to revisit the High Excess Plan
with the new carrier. | will keep you posted on the progress.

Currently, Beema has one association, RBA appointed, and one TPA, SDS appointed. If
either party feels the need to change or broaden their opportunities then | will be glad to
visit that issue. | hope that we can find a solution to move forward collectively where all
parties benefit.

Sincerely,

William

----- Original Message —-

From: "Bart Posey" <bposey@sdsfirst.com>

To: wworthy35@comcast.net

Cc: "Rick Bachman" <rbachman@sdsfirst.com>

Sent: Tuesday, March 24, 2009 6:08:59 PM GMT -05: 00 US/Canada Eastern

William, we have come a long way with this new plan to mess it up now. | hope that all
deals that may be out there with Beema are above board and we all are aware of them.
All | have asked is that we be included in all negotiation on new business. It seems we
are not. Please let me know. | have a lot of time and effort in this new marketing plan,

Bart Posey
Owner/President

4676 Highway 41 North -
Springfield, TN 37172
Phone; 615-382-9595
FAX: 8615-382-89594

3/25/2010
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Bart Posey

From: Bart Posey [bposey@sdsfirst.com]
Sent: Friday, May 08, 2009 9:16 AM

To: '‘Comcast'.

Subject: FW. Beema

Atiachments: ON BEEMA LETTERHEAD.doc

Bart Posey
Qwner/President

4678 Highway 41 North
Springfield, TN 37172
Phone; 615-382-9595
FAX: 615-382-9594

From: Rick Bachman [mailto:rbachman@sdsfirst.com]
Sent; Friday, May 08, 2009 8:48 AM

To: 'Bart Posey'

Subject: Beema

3/27/2010



ON BEEMA LETTERHEAD

The purpose of this document is to explain the relationship between all parties involved, Our Company,
Beema Insurance Company of Pakistan owns one hundred per cent of the off-shore captive insurance
company known as Serve America Assurance LLC. It was capitalized with XXXX amount of money and is
domiciled in XXXXXXX. Beema Insurance Company of Pakistan has X)X0000XXXX reserves and
reinsures fully the Yiabilities of Serve America Assurance LLC. The U.5. tax ID number for Serve America
Assurance is 26-4196209.

Serve America has direct contracts with the Real Benefits Association, Inc. and the America Trade
Association, Inc. to provide their membership with limited benefit association based health plans. We
do business directly with these two associations.

Serve America and Beema Pakistan have a contract with Smart Data Solutions, LLC based in Springfield,
Tennessee to act as its administrative agent for claims processing , payment of claims and all customer
service issues arising from the association membership.

Southeast Insurance Advisors based in Charleston, South Carolina is our U.S. based representative along
with our U.S. based counsel being located in Columbia, So. Carolina. For further information or any
further questions as to the contracts in place or the make-up of the off shore captive, Serve America
Assurance please contact XXXXXXXXXX at Beema Pakistan LTD directly.

Best Regards

XXOOOOOKX




Bart Posey
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From:
Sent:
To:

Comcast [wworthy35@comcast.net]
Wednesday, May 13, 2009 8:06 PM
Bart Posey

Subject: Re: Letter

Bart,

Did you wire the March balance of premium today?

William Worthy 11

On May 13, 2009, at 10:32 AM, "Bart Posey" <bposey@sdsfirst.com™> wrote:

William, who represents Beema in the states? Once again we have side step
the issue, witch leads me to believe something is not right with the way this
thing is set up. If Bill was the us rep. for them he would have no problem
putting this info into a letter to clear up the question.

Bart Posey
Owner/President

4576 Highway 41 North
Springfield, TN 37172
Phone; 615-382-9585

FAX: 615-382-9584

From: wworthy35@comcast.net [mailto:wworthy35@comeast.net]
Sent: Tuesday, May 12, 2009 11:37 AM

To: Bart Posey

Cc: Rick Bachman

Subject: Letier

Bart,

Please find the revised letter that will be sign and in your email in the
morning.

| will call to discuss.

Wm

3/25/2010
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Bart Posey

From: Comcast [wworthy35@comecast.net]
Sent: Tuesday, September 08, 2009 9:22 AM
To: Bart Posey

Subject: Re: Beema

Bart,

Katie is not the contact person and you have been told this numerous times. The contact person is
the underwriter on the letter sent to you and the phone number. I have been instructed by Colin
Youell to have any DOI contact him.

William

On Sep 8, 2009, at 10:21 AM, "Bart Posey" <bposey@sdsfirst.com> wrote:

William, After getting in the office this morning and reading over all the e-
mails from the different states that have ask for info on Beema /SA The
same issues have been avoided in each of our responses. Each state has
asked who our point of contact with Beema/SA is and we have yet to answer
it. SDS was told early on that Katie was to be our contact for both
companies, now it looks like she dose not want her name mention to any
one. We were to send all monies to Ron Ehli with ezpay and that has
changed as well. With that being said that only leaves you, is it ok to give
them your info? We do not have any one else to give them. if we need to
give them someone to contact please give us the proper info on that person,
A true phone number and address. These people are not stupid if we cannot
provide a real contact person they assume that we are hiding something.
What would you think. Piease advise as to what to do.

3/25/2010



Page 1 of 4

Bart Posey

From: Comcast [wworthy35@comecast.net]
Sent:  Wednesday, Octqber 21, 2009 10:04 PM
To: Bart Posey

Subject: Re: Serve America

Dude, nice letter from Bill.

William

On Oct 21, 2009, at 6:33 PM, "Bart Posey"” <bposev{@sdsfirst.com> wrote:

<image(01.gif>

October 21, 2009
Via E-Mail:
Mr. William Worthy
Southeasf Insurance Advisors, LLC
Post Office Box 642

Isle of Palms, SC 29451

Re: Beema/ServeAmerica

Qur File No.: 19592.30001

William:

As you know Smart Data Solutions who has been working with you based upon
your representations regarding the relationship of Beema/ServeAmerica for quite
some period of time now which has resulted in numerous investigations by various

3/25/2010
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departments of insurance, including but not limited to the latest and most troublesome
investigation by Leslie Landwert the Oklahoma Department of Insurance.

Each and every time that SDS has been confronted with these types of investigations I've
had no alternative but to refer them to my lawyer who has spent an enormous amount of
time attempting to pacify the investigations, respond to the investigations and/or
accommodate them, or both. On numerous occasions, including the latest occasion with
Leslie Landwert, we have advised, at the direction of you, on behalf of
Beema/ServeAmerica that those entities would be responding directly to the various
departments regarding the premium issues, the account issues, etc. Despite our statements
to that effect, no information, according to the investigators, has been received from
Beema/ServeAmerica and in fact the e-mails from the Oklahoma Department of Insurance
are much more pointed than that.

Specifically Oklahoma has stated in unequivocal terms that Beema has made no statements
to them despite my attorney advising the various departments of insurance, based upon your
statement and assurances, that a written statement is forthcoming responding to the request
for information from Beema/ServeAmerica regarding insured’s” payments, back accounts,
ete. That, as with all other assurances has not come to fruition.

While you continue to assert that Beema Pakistan, has sent the letter, which you ultimately
forwarded to us which was both factually incorrect, according to the other documentation
you have been provided including the various Beema policies that we have in fact produced
to various departments of insurance response to investigative subpoenas and representations
you had previously made, and likewise was directly contrary to the documentation and
policy what you advised us we in turn have advised the various DOIs, in reliance upon your
assurances, representation and the actual policies we’ve been provided indicating Beema as
in fact the insured as referenced in the letters directly from you. Upon being questioned
about that letter (undated and unaddressed) you indicated that you were not certain if it had
been sent; however, I am certain that we were never consulted regarding the contents
thereof and have never seen a copy of any such letter that was actually apparently authored
and/or sent to the respective DOIs although you’ve indicated that in fact that was a template
for the letter that was fo be sent. That letter specifically states:

“BPCL has at no time issued any insurance policy to any individual or other
legal entity resident in any other state/territory of the USA.”

The letter goes on to state:
“Again for the record BPCL is regulated under the laws of Pakistan. BPCC
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does not own any subsidiary, company or corporate legal entity outside
Pakistan.”

It is baffling to me that the letter and/or proposed letter that you referenced to be the
template containing the statements that in fact are contained therein which are directly
contrary to what has been represented to us regarding Beema binding coverage. It is further
directly contrary to the leiter from you dated 3/10/08, undated letter you provided to us,
allegedly from Collin Youell, an alleged director of Beema, not to mention the numerous
policies we’ve been provided from Beema, according to the documentation.

Despite the statements in this undated template, your letter of 3/10/08 states:

“It is understood that the benefits of the above listed plans are 100% insured
and underwritten by and for Beema Insurance Company, LTD and its
offshore capital ServeAmerica.”

These statements are directly contrary to the template letter you. just recently
provided to me.

Since that time, I have questioned you repeatedly on exact the status of ServeAmerica
and/or Beema closing on a United States insurance company which you have repeatedly
indicated to me was days away from transpiring. To date, I've received no documentation
substantiating any of those statements.

Of late, due to the expense associated with defending these investigations, we have again
called upon Beema through you as their representative to step in, respond, support or
otherwise do something to clarify Beema’s position in this matter and of course the latest
template letter that was supposed to help is directly contrary to what we’ve been told,
represented to various DOIs and what the documentation that we’ve been provided states.

Based upon the above, the fact that these investigations continue, that we received no
assistance whatsoever, been provided no input of counsel on behalf of Beema and/or been
reimbursed and/or indemnified or held harmless for any of the expense incurred, not to
mention the irreparable harm SDS is experiencing as a result of these numerous
investigations we have yet to receive any substantive help and/or documentation and in fact
despite promises to the contrary we have made, to various DOIs, after being assured of
participation by Beema nothing, has been sent to them and/or forwarded to them. This

3/25/2010
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again puts SDS in a very difficult situation as the normal circumstance would be that Beema
would hold harmless and indemnify the TPA under the terms of the agreement especially
with regard to these types of matters and would be the primary respondent on behalf of
same.

Based upon advice of counsel, unless and until we receive some assurance and/or
documentation of the exact relationship between Beema, ServeAmerica and/or any other
captive and/or ServeAmerica or other entity I have been instructed to decline to make
further payments on the above.

William, the necessity of this information is clear, the promises that have been made are
clear and we still stand here literally more than a year after this relationship has been
undertaken with no additional information other than your continued assurances, none of
which have been documented in any regard. Unless and until we receive a response
satisfactory my counsel, I have been advised to cease from making any further payments
and likewise do not intend to continue to rely upon your representations when in fact none
of them have come into fruition.

Lastly, this will advise that SDS demands that Beema/Serve America and/or such other
entities as you have alluded and referenced fully indemmify and hold harmless SDS from
any and all damage, attorney’s fees, fines, or otherwise resulting from the failure of the
responses to be forthcoming from Beema and based upon the failure to abide by the
assurances made to SDS upon which we have relied.

Sincerely,

/BP BART POSEY

3/25/2010
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Bart Posey
From: Paul {paulmiamibeach@hotmail.com]
-~ Sent: Tuesday, November 17, 2009 12:34 PM
To: 'Rick Bachman'
Cc: bposey@sdsfirst.com
Subject: RE: ATA

importance: High
Attachments: Insuranceplans.docx

Press Release on the New Plan

From: Rick Bachman [mailto:rbachman@sdsfirst.com]
Sent: Thursday, November 12, 2009 5:29 PM

To: 'Paul’ :

Cc: bposey@sdsfirst.com

Subject: RE: ATA

Thanks and hope you feel better soon
Rick

From: Paul [mailto:paulmiamibeach@hotmail.com]
Sent: Thursday, November 12, 2009 2:21 PM

To: 'Rick Bachman’

Cc: bposey@sdsfirst.com

Subject: RE: ATA

Importance: High

Rick and Bart,

Was a pleasure meeting you too and it helped a lot learning about the plans directly Thank you for
coming. | am working diligently to get the rip off reports pushed down and F'm balancing my time
between the 3 sites MYATA ATA and SDS so it's going to take some time it's a lot of time and workand i
please urge you to be patient it takes at least 3 months before you really start seeing the positive press
and rip off starts getting pushed down, trust me from years of doing this that it works. Premier Heaith
Care was Dirt , so many rip off reports and complaints Its squeaky clean now but imagine 162,000 pages
of press when | started out there were maybe 4 pages so as you can see it takes a little time I've been
doing premier now far about 6 months. 'm working more not on ATA and SDS! MyATA is clean and
looks pretty good so the focus is ATA and SDS. It's just a matter of time when you see those weekly
reports its consistency and a lot of networking , writing, blogging , press etc on a daily basis and it will
be pushed down. | had to put & lot of strategy into how I'm doing this. | will put overtime hours into it
the rest of the week and the weekend and work directly on that, The one thing | need you guys to have
with this is Patience and faith in my skills and work. It takes time to get 162,000 good press articles with
keywords to push rip off reports down but { have done it numerous times already just stick with me and
keep looking at my reports and you should see some progress over the next few weeks going into
December and we will get on the phone and talk about it in detail end of the month. Moving forward
from December I'm positive that | should have enough press out there that by The end of January you'll
have to search to find a rip off report and be lucky if you find one. I'm home with the flu today sucks
being sick. Well it was nice to hear from you and rest assured I'm on getting those pushed down as
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requested and will do whatever | can do to speed up the request for you gentleman. Pleasure speaking with you
and | hope your enjoying your day, Please either of you if you have a question or need an explanation of
anything | am doing or would fike to schedule a call please just call me it’s my job to teach you guys what I'm
doing and explain everything to you. Since | picked up your account,, | have not taken on any new clients so I'm
dedicating my time your websites and company to get you guys looking reputable getting rid of the negative
press.

Best Regards,

Paul Christoforo

305-303-5584 _ 7 o .
From: Rick Bachman [maiito:rbachman@sdsfirst.com]
Sent: Thursday, November 12, 2009 10:51 AM

To: 'Paul'

Cc: 'Bart Posey'; rwaltz@sdsfirst.com

Subject: ATA

Paul

It was good to meet you this week. Hope that it helped learning more about the plans directly. Bart and Richard
called me this morning about derogatory material that is new on the web about ATA. Seems several new rip off
reports were filed in the last couple weeks and we have had several calls regarding them. ! know you are
working on pushing the MyATA to ATA directly but they both asked that whatever you can do to push it to get
those issues pushed down the file it would be most appreciated.

Call me if you have any questions.
Rick

No virus found in this incoming message.
Checked by AVG - www.avg.com
Version: 9.0.707 / Virus Database: 270.14.59/2494 - Release Date: 11/11/08 23:38:00

No virus found in this incoming message.
Checked by AVG - www.avg.com
Version: 9.0.707 / Virus Database: 270.14.62/2499 - Release Date: 11/12/09 06:33:00
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Bart Posey

From: dale@dft2.com
Sent: Monday, March 01, 2010 12:29 PM

To: posey bart
Subject: ATA situation
Bart:

I just got off the phone with Dan. He said the Jared is going to pull the RE offer today at Spm. Dan urged them to
hold a day because of not being able to reach and discuss the possibilities with TN until after Tpm. I am sure you
will get a letter regarding this since Jared was told that we would be back to him this morning.

Let me lay out the terrain for ATA with the way things stand. We have to make some moves here quickly or we will
lose the RE and then we can all forget about even finding 2 front, because there is not a front that will take the
business without 30-60 days of underwriting.

The Andone deal is a mess. That is understood. While 1 do not fully agree that it is worse than being with
WW/Beema, it has been a black eye that you did not need. 1 am positive that Don and Gary are not going to take
ATA's money, even though I have not been able to get an answer from them on what is fully going on. They have
the authority to write business. I have seen the authority letter from Andone. They let us know that they could write
USA business and agreed to do so on an interim basis on all states outside of the CandDs. T have a copy of the
binder from Jared/Summit in which they had RE coverage direct to Andone on the ATA business. PRU could net
write directly to ATA since it was a USA domiciled business. But they were on the hook for January 1 effective
business and are now about to go hard ball on getting the January premium from Andone. Choi/Ketchum sent in the
binder fee but did not send the premium in. This is now what has gotten Jared/Summit sideways on this deal. The
reason I think they have gone under a rock is because they got so much heat from the states on Andone for taking
the ATA risk, they went running over to put the money into the new RE company, First Risk, which they set up in
Bermuda, and would do the coverage through that company, which they would own outright without Ed and Marty
getting phone calls from the states. The calls then would come straight {o them and they could battle from there as
an owner instead of as a *soon-to-be-owner*.

Pelican Underwriters had let C/K know that they would do the required letters of credit for Andone or First Risk.
But now they put all of the money into getting the company set up and they are stuck with no LCs to get off the
ground, I know they have called Dan to ask for an insurance guarantee on a loan that would get them. off the ground
and to pay back ATA. Dan cannot get the guarantees without them putting up money and as he told you, he has told
him, that he has no interest in helping Don T or FR if they do not bring AMLI to the table for ATA. My gut tells me
that you will get the money back when they finalize their lender. They have a big block of MedMal to write, so I
know they will eventually get the funds they need to finish setup and get the ATA money back. Again, Bart, this is
just my gut feeing, they have not told me anything, except they are going to get back to you and us. That is it for
Andone from my perspective.

For confirmation of the Andone coverage to the people that think that was not true, just package your binder, the
letter of authority and the PRU binder and allow the parties to see for themselves. You can also show the states the
wite transaction. This is more than enough to confirm your efforts were made and representation of Andone by ATA
was by consent.

Where we are currently. I find it hard to believe that any state would rather you be naked than at least have a RE
carrier that is backing you until the front can be secured. I am going to lay this out simply, if we do not have the RE
in place, there will be no front that we can bring to the table. If Jared walks, we will be over as a way to help, period
and he is going to walk if we throw this one out of bounds. The only reason, I got jumping on the RE first is when
you called me after getting off the plane on Wednesday, you told me to at least get the RE in place and then we can
worry about the front. You thought it would suffice for a couple of states (and 1 still believe it will) and would keep
your vendors on board. I put the hard push on Dan to get the ball rolling and he in turn put the blitz on Summit to do
this for us. I want you to know that Dan worked on getting this approved most of Thursday and all of Friday.
Summit usually gets a large fee for just for even writing a letter like that, because it could come back to bite them if
they do not produce. Jared did get one of his companies to agree. He normally would not need that, but because of
the ATA battles, he just double checked to make sure. I know there is no guarantee on the front at this time. But if
Jared says he can bring one, we think he can. Don T may pull a rabbit out of the hat. Dan called as I was in the
middle of this letter and he has called an intermediary that has a TX company in which Dan helped put some surplus
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into about 2 years ago. Ball is rolling on that. [ have put in a call to Chris Peck in Atlanta. He UW/actuaries for 5-8 L&H
companies. All said, everybody thinks a front will show up after the RE has taken the first bullets on the state inquiries. Jared,
Dan and Chris will do letters siating their assignment as an agent to iocate a front for ATA, But, since we pulled the trigger
on Jared/Summit last week, if we back down, it is over.

1 know that your second group of attorneys want to see a front, It makes their job easier and cleaner. Also, (since they want to
Inmp Summit into the same ring with Andone), their meter continues to tick the longer you go without a front. Summit is not
Andone. I realize the reluctance, but you are going to have to decide. Again, it does not make sense to me that any state
would not want to take an acceptable RE company rather than leave everybody out there naked. The regulators will
understand that with a large RE company, it will attract the front. Obviously, I am talking about the TN, IN, and TXs of the
world, not OK or WA.

" Finally, Dan did not bring Andone. He is getting penalized from both sides, your attorneys and Jared. Your attys are throwing
Dan (and Summit) in with Andone and Jared is throwing Dan in with Andone, which is not the case at all. He is about to pull
his hair out, because he is being blamed for things that he had absolutely nothing to do with on a performance/non-
performance basis.

Please share this with Bill and decide what you want to do. We are still working on fronts unless you tell us to pull the plug.

Dale

3/29/2010
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Mr. William M. Worthy

SouthEast Insurance Advisors, LLC.
P. O. Box 462

Isle of Palms, S.C. 29451

Re: Relationship-Beema-Pakistan Combany, Ltd. & SouthEast
Insurance Advisors, LLC.

Dear William,

This letter will serve to confirm the relationship between Beema -
Pakistan Company, LTD. and your firm as our exclusive manager
for our Medical Products in the United States. You will act on our
behalf to negotiate terms and conditions of agreements with
selected vendors. You will also assist in setting up marketing
arrangements for the medical products and services underwritten
by Beema-Pakistan Company, LTD. in the United States.

It is further understood that all collected premiums received by our
designated TPA, Smart Data Solutions, LLC., Springfield, TN will
be deposited with Mr. Ron Ehli, President, EZPay Financial
Services, Inc. P.O. Box 1623, Chehalis, Wa 98532 as the Trust
Manager for the Beema Accounts, at the West Coast Bank, 290
N.W. Chehalis Ave. , Chehalis, WA 98532

This letter will serve as confirmation to any interested party of the
Beema-Pakistan Company, Itd. of our business relationship
established January 1, 2008.
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Sincerely,

Colin J. Youell
Director
Beema-Pakistan Company, Lid.

el

Colin Youell
Director
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SouthEast Insurance Advisors, LLC
Post Office Box 462
Isle of Palms, South Carolina 29451

3-10-2008

Mpr. Bart Posey

Smart Data Solutions, LLC
4676 Highway 41 North
Springfield, TN 37172

Re: Mini-Med Plans, Per Occurrence Plans and Cat Plan
Dear Bart:

As per the approval from Beema Insurance Co. LTD and Serve America Assurance
And under my authority as the United States Representative for the above
entities, your firm is appointed as the approved Third Party Administrator for
these plans effective 1-1-G8. SDS, LLC agrees to maintain proper licensing and
E&O Coverage for its officers and employees as part of this agreement.

You are authorized to bill and collect premium and remit net insurance premium
to our trustee, Ron Ehli, of EZ-Pay Financial Services. You are authorized to pay
claims for the mini-med plans, the high excess Cat plans, the per occurrence
plans and the accident/medical plan. Twice monthly you will forward a list of
claims to be paid along with the dollar amount of the benefits. The funds will be
wired directly to your claims account by our trustee and you will release the
checks upon receipt of funds.

This agreement will be for a term of 2 years from the above date and shall
automatically renew in two year increments unless cancelled in writing by either




party. Either party may cancel the agreement for cause in writing with a
minimum 60 day termination date. SDS, LLC agrees to open disclosure of its
books regarding these plans to Beema Insurance Company LTD or its legal
representative at any time with proper notice. Beema Insurance Co LTD agrees to
meet any call for claims cash when proper documentation is sent to substantiate
claims being due and payable. It is understood that the benefits of the above
listed plans are 100% insured and underwritten by and for Beema Insurance Co.
LTD and its off-shore captive Serve America Assurance.

Best Regards,

William Worthy
SouthEast Insurance Advisors LTD
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Tuesday, March 18, 2008

The Directors of SouthEast Insurance Advisors LLC
Via Email address

RE AUTHORIZATION TO BIND/COLLECT PREMIUM FOR THE AFFINITY MINI
MED FLANS 100-1000

Dear William

We thank you, for the presentation and opportunity, to provide coverage under any of
the club Mini Medical plans 100 to 10600. :

You are now hereby authorized to attach coverage to us, this authority, extends to allow
you, to Bind and collect premium as per the rates quoted in the documents submitted_ to
as.

We backdate this facility to the first of Feb 2008 subject to no known or reported losses.
We do require yon to set up separate bank acconnts forth-with.

We shall write to you further setting out matters of a procedural nature that we need to
have you adhere to.

We ook forward to your confirmation we are now to proceed, in which case we will

prepare out cover note setting out the terms and conditions agreed between us.

Best and kind regards

Pirector

s
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Tuesday, March 18, 2008

The Directors of ScuthEast Insurance Advisers ELC
Via Email address

Dear William
Please be advised, following your request we Beema agree to the full assignment of the
Affinity Group Benefit association Inc. To that of American Trade Association LL.C.

The policies include High excess Major Medical Plan, the Mini Medical Plan, The
Accident Medical Plan.

Best and kind regards

Director

A4
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Tuesday, March 18, 2008

The Directors of SouthEast Insurance Advisors LLC
Via Email address

Dear William

'

This letter will confirm that Smart Data Selutions, LLC. will serve as our Third
Party Administrator for all Beema products and has the authority to collect
premiums and adjudicate claims.

Many thanks,.

Director



Trade}Association

American
NN

3-19-08

Mr. Dave Clark
President
Real Benefit Association Inc

Sent via e-mail
Dear Mr. Clark:

As per our conversation we would like to become part of the RBA through a bridge agreement allowing
us to market the products of the RBA to our membership. Itis our understanding that you have created
a new class of members for the RBA to allow the sale of limited medical products and other services.
Woe are willing to pay RBA 52.00 per month retroactive back to 2-1-08 for the mini medical plan
members pepm currently enrolied through the ATA. These plans are referred to in the market as Basic
100, Value 300, Pius 500 and the Premier 1000. In addition we agree to pay $2.00 a month pepm for
new members joining the ATA and purchasing these benefits going forward and $3.00 pepm for
members purchasing the per occurrence plans known in the market as the 1500 plan, 2500 plan, 3500
plan, 5000 plan and the 7500 plan. These plans also include an accident medical plan with a $1,000
deductible and up to a $25,000 per occurrence benefit. In addition we will offer the high excess plan to
new members with a $10,000, $20,000 or $30,000 deductible plan. There will not be any further
compensation to RBA for these high excess plans. This class of members must be able to join the
Association and take advantage of the health plan benefits immediately and not be required to be a
member for a month prior to accessing the benefits of the association. '

We would like to cap the monthly dues expense at $25,000 to RBA. Once this level has been reached
ATA will continue to pay to RBA a monthly dues amount of $25,000 unless ATA total membership falls
below this level. In that circumstance ATA will pay actual amount due based on the above rates of $2.00
for the mini med and $3.00 pepm for the per occurrence plans.

In exchange for these dues RBA agrees to indemnify SDS and ATA for any statutory and state compliance
issues or other DOI and compliance issues as they may arise in the future. All of ATA’s marketers will
have purchased the E&O coverage offered by Beema through its London broker.

Additionally it is our understanding that all master contracts for the mini med plans, the per occurrence
plans, the accident medical planand the high excess plan will be issued directly to the RBA from
Beema/Serve America Assurance. It is further understood and agreed that all new business written by
all parties including the RBA marketers, any other association marketers affiliated with the RBA or any
other groups or organizations affiliated with the RBA will be administered through Smart Data Solutions,
LLC. Administration will include one- time fulfillment fee at a rate of $10.00 per member. The RBA may




either bill and collect for its members and remit eligibility monthly plus net dues to SDS, LLC, or they
may elect to have SDS, LLC bill and collect at a fee to be determined.

All rates, services, marketing material or plan requests including new plan designs or changes must be
submitted and approved by SDS, LLC priar to their use in the field. SDS, LLC will have contracts with the
various vendors supplying services and benefits for the plans, including Beechstreet PPO, Care
Continuum, Express Scripts, Member Health RX, Medsave RX, Outlook Vision, Dentemax and others as
required.

We would like to move forward very quickly and can send eligibility and funds for the February and
March fees immediately once the bridge agreement is sent and signed. We look forward to a long and

prosperous relationship.

Best Regards,

Bart Posey
President
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To Whom It May Cancern

BEEMA-PAKISTAN

COMPANY LIMITED

Dated 12¢ May 12, 2009

Pleas¢: be informed Serve America Assurance Lid is a wholly-owned, off-shore protective cell
rent & captive insurance compary of Beema-Pakistan Company Limited. Serve Arnerica
Assurance, Ltd is exclusively leased to Real Benefits Association, Inc. and America Trade
Asgsociation, Inc. and their membership for limited benefit association-based health plans.

Serve America Assurance Lid has a contract with Smart Data Solutions, LLC based in
Springfield, Tennessee to act as their administrative agent for claims processing, claims
payment and all customer service issues arising from the association membership.

Shoull you have additional guestions or require anything further, please contact me directly.

Yours truly,

ChielNnderwriter




Andone Insurance Company LTD

Windsor Place
B.0. Box 2078
Hamilton HM HX
Bermuda

January 21, 2010 CERTIFIED RETURN RECEIPT REQUEST

Bart Posey

Rich Bachman

American Trade Association
4676 Highway 41 North
Springfield, TN 37172

Re: Unauthorized use of Andone and Prudential

Dear Messrs. Posey and Bachman:

By this letter you are directed to remove immediately any mention of Andone
Insurance Company LTD (“Andone”) or Prudential plc' (“Prudential”) in any website,
marketing material, advertisement, discussions (whether written or oral) through any
media.

This action must be accomplished immediately. Neither you nor any organization you
are associated with, directly or indirectly, is authorized to use Andone’s or
Prudential’s name in any manner. -

Please notify in writing any person who may have seen the name of Andone or
Prudential or both on the website, marketing material, advertiserent or who may
have been a party to a written or oral communication where the name of Andone or
Prudential or both was or may have been used by you or any of your associates,
acquaintances, employees or agents.

Any further activity associated with marketing presentations that provides false or
misleading infermation, as determined in our sole discretion, will initiate immediate
recourse to effect appropriate market presentations.

Smc;reiy,

Gary L. etchum
[Title]
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